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How 
to order 
original 
articles 


1. To present a selection of pertinent 
literature representative of all points of 

view within the profession; 

2. To provide, by a few hours’ reading, 

a survey of the significant 

advances being made by dentistry throughout 
the world, as reflected in current 

dental literature; and 

3. To supply enough data in each abstract 
and digest that the reader may determine whether 
he wishes to refer to the original article 

for more complete information. 


The abstracts are grouped in broad 
classifications. The specialist will learn 
from this periodical of work done in other 
fields as well as in his own. The general 
practitioner will be able to keep abreast of 
current knowledge in the various specialties. 
Unless otherwise indicated, the original 
article is in the language implied 

by the title of the magazine in which 

the article appeared. 


Articles from which abstracts have been 

made are on file in the Library of the 

American Dental Association and may be 
borrowed by subscribers to DENTAL ABSTRACTS. 
Requests for original articles should be 
addressed to the Bureau of Library and 
Indexing Service, American Dental Association, 
222 East Superior Street, Chicago 11, Illinois. 
Only three articles may be borrowed at one 
time, and they may be kept no longer than 
one week. No charge is made to subscribers 
for this service. 


The acrylic space maintainer 


Douglas J. Sanders. J.New Jersey D.Soc. 
29:10-13 Jan. 1958 


The use of self-curing acrylic resins has made the 
fabrication of space maintainers a relatively sim- 
ple procedure. Acrylic space maintainers have 
the following advantages: they are functional, 
they can be used unilaterally or bilaterally, they 
are easily cleaned, easily repaired, inexpensive to 
construct, and auxiliary wires or springs may be 
added. The disadvantages are that such appli- 
ances are easily broken, and are not always adapt- 
able for the very young or the uncooperative 
patient. 

The materials needed to construct acrylic space 
maintainers consist of self-curing acrylic resin 
(monomer and polymer), squeeze bottles, medi- 
cine dropper bottle, separating liquid, 0.025 
gauge stainless steel wire, wire cutters and an 
office pliers. 

To construct a lower bilateral space main- 
tainer, alginate impressions of both arches are 
taken in rim-lock trays. A wax bite is taken for 
proper cast orientation, and both impressions are 
poured in Hydrocal. (In children, the upper tray 
should be post-dammed with beeswax to prevent 
the alginate from flowing down the child’s throat 
and thereby initiating the gag reflex. If the pos- 
terior part of the loaded upper impression tray 
is placed in the mouth first and then the tray is 
brought up around the anterior teeth, there is 
less chance: of initiating the gag reflex.) 


1 Bending clasps and rests to the cast 

2 Applying the separating medium 

3 Applying polymer from a squeeze bottle 

4 Adding monomer from a medicine dropper 


5 Acrylic space maintainer, trimmed and polished 
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A serrated office pliers and 0.025 gauge stain- 
less steel wire are used to adapt clasps around 
the deciduous cuspids. The anterior portion of the 
clasp is brought into the interproximal area to 
assure maximum retention. Rests made from 
0.025 gauge wire are adapted to the mesial fossa 
of the first permanent molar; they provide sta- 
bility to the denture. 

Both the clasps and the rests have their oppo- 
site ends bent into pigtails to assure retention in 
the acrylic resin. Space is left between the arms 
of the clasps and the rests and the casts so that 
the clasps and rests will not bear directly on the 
tissue. They are held in place by sticky wax on 
the labial and occlusal surfaces (Fig. 1). 

A large camel’s-hair brush is used to apply a 
L:quid separating medium over all areas to be 
covered by the acrylic resin (Fig. 2). Small 
amounts of polymer powder are applied from a 


plastic squeeze bottle (Fig. 3). The polymer is 
saturated with the monomer which is added from 
a medicine dropper (Fig. 4). The acrylic resin is 
gradually built up in this manner until the saddle 
regions will be in occlusion with the opposing 
arch. The lingual region is well covered and the 
acrylic resin is placed in the interproximal regions 
for added retention. 

After the denture has set (preferably over- 
night), it is trimmed and polished in the usual 
manner with vulcanite stones and with cotton 
wheels impregnated first with pumice and next 
with whiting. The denture (Fig. 5) is now ready 
for the patient. 

Space maintainers and other simple appliances 
should be used by every general practitioner who 
has child patients. 

Baltimore College of Dental Surgery, Univer- 
sity of Maryland, Baltimore, Md. 


The relative importance of appliances 
in orthodontic therapy 


Paul V. Ponitz. J.A.D.A. 55:488-492 Oct. 1957 


The simplest and frequently the best treatment an 
orthodontist can give his patient is advice which 
will alleviate, correct, or minimize any malocclu- 
sion that may be present. Advice to a preschool 
child may break a bad habit, instruction in the 
use of the tongue blade may correct an anterior 
cross-bite for the elementary school child, and aid 
in the proper eruption of teeth may be all that is 
necessary to eliminate malocclusion for a senior 
high school student. Interception of the factors 
producing malocclusion is one of the most im- 
portant functions of both the general practitioner 
and the orthodontist, because it either eliminates 
the need for appliance therapy or reduces the 
duration and complexity of orthodontic treatment. 

There is no ideal appliance. An orthodontist is 
successful because of his capable handling of 
orthodontic problems, not because of the appli- 
ances he uses. Appliances are a means of imple- 
menting the prescribed treatment. The simplicity 


or complexity of the orthodontic condition should 
determine the type of appliance to use. 

General dentists are key persons in the detec- 
tion and correction of orthodontic conditions. 
They are the first to detect deviations from the 
normal, to treat incipient malocclusions, and to 
refer to the specialist patients needing major or- 
thodontic correction. 

With the increase in population, and increased 
demands for orthodontics, the answer to ortho- 
dontic care of the public does not lie in the fabri- 
cating of appliances, but in the prevention of mal- 
occlusion by early and accurate diagnosis, and by 
using the simplest appliances which require a 
minimum of chair time. 

Fluoridation can reduce malocclusion by re- 
ducing caries and caries-caused extractions with 
their sequelae. 

Coordinating orthodontic therapy with major 
growth cycles achieves the maximum results with 
a minimum of harm to teeth and supporting 
tissues. 

914 Security Bank Building, Battle Creek, 
Mich. 


| 

| 


Evolution of human dentition 


C. A. W. Korenhof. Tschr.tandheelk. 64:418-478 
June 1957 


William K. Gregory, the great American scholar 
of vertebrate paleontology, said in 1926: “Un- 
fortunately the detailed work of paleontologists 
to acquire knowledge of the early forms of life 
on earth, especially the evolution of mammals, is 
so little known to researchers of medicine, den- 
tistry and other biologic sciences, that only a few 
realize from first-hand knowledge that the study 
of the evolution of human dentition, especially of 
molars, is no longer in the previously vague stage 
of uncertainty.” 

That was more than 30 years ago. Recent 
paleontologic research has increased the knowl- 
edge of evolutionary changes in the human denti- 
tion. Bolk’s “retardation theory,” which assumed 
that the evolution of human dentition had stopped 
at a stage of embryogenic development, is already 
disproved by recent evidence obtained in studies 
of embryology and comparative anatomy. 

In dental research on the evolution of human 
dentition, however, recent paleontologic findings 
are generally neglected. 

More than three quarters of the prehistoric era 
consists of the Pre-Cambrian period. Life on 
earth began rather late and developed during 
this period no further than to the phylum of in- 
vertebrate animals. 

The history of vertebrate animals began in the 
Post-Cambrian period. In the Paleozoic era, ex- 
tending from the Cambrian period to the end of 
the Permian period, nearly all classes of inverte- 
brates existed with the exception of insects. To- 
ward the end of the Paleozoic era, amphibians 
and reptiles appeared. The primitive species of 
shark had simple placoid teeth covering the skin 
and the surface of the throat. During the Devo- 
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nian era many species of shark had attained cer- 
tain specializations in form, shape and size of 
teeth but no species possessed alveoli. Toward the 
end of the Devonian era a group of primitive 
bonefish appeared which had teeth positioned in 
sockets of the alveolar process or in grooves of 
the jawbones. These species had simple conical 
teeth with one cusp, the haplodont dentition. 

The following evolutionary development in 
the dentition of vertebrates, according to the 
“tuberculo-sectorial” theory, became manifest 
during the later eras: 

1. In the Triassic period, between the Permian 
and the Jurassic eras, reptiles and several species 
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Tritubercular upper molar with a 
primary cingulum 


Structural stages in the evolutionary development of dentition. From the 
prehistoric mammalian reptiles to the primitive Placentalia 


Structural stages in the evolutionary development of dentition. From the 
Primates to recent man 
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of amphibians appeared which had two small 
tubercles lateral to the main cusp. 


2. In the Jurassic era, the protodont dentition 
gradually developed into a tricuspid pattern of 
molars. 

3. During later periods, the first lingual (para- 
conid) cusp in tricuspid molars was repressed 
and finally lost. 


4. Later species showed the hypoconid denti- 
tion with distobuccal cusps in lower molars. 


This conception of tooth evolution and devel- 
opment in early vertebrates is generally accepted, 
although its relation to the permanent dentition 
in recent man still is not clearly determined. 

Certain parts of the differentiation theory 
which explain the evolutionary transition from 
one species to many others, from a primitive type 
to a more complicated and specialized form, have 
been confirmed by paleontologic research. Other 
details of this theory, however, have been dis- 
proved. 

An important stage in the evolution of denti- 
tion is the transition from the tricuspid to the 
tritubercular pattern. Opponents of the differenti- 
ation theory found that this is a fundamental 
point of the hypothesis which is unacceptable to 
science. In 1907, the American paleontologist 
Henry Fairfield Osborn regarded this form of 
transition as doubtful, and suggested two other 
evolutionary ways along which the tritubercular 
pattern could have developed. These are: (1) tri- 
angular cusps gradually arising in situ, and (2) 
lateral cusps changing to congula on the external 
cingulum in upper molars and on the internal 
cingulum in lower molars. 

William K. Gregory demonstrated that the 
tritubercular pattern in mammals did not origi- 
nate in rotation or migration of the two lateral 
cusps but that, at least in the higher species, the 


original cusps remained on the buccal side in 
upper and lower molars. 

The primitive dentition of the early species of 
vertebrates (reptiles) differentiated gradually to 
the complicated dentition present in the higher 
species of mammals and man. After a lingually 
directed expansion of the crowns, the primary 
buccal cusps divided into two components. This 
division was stimulated by the development of 
talonids, the posterior parts of molars. These 
talonids resulted from the formation of the cingu- 
lum. Gradually three cusps developed, the human 
pattern. 

In recent man, the structure of the original 
trigon, the cutting region of the crown which in- 
cludes protocone, paracone and metacone, is defi- 
nitely present. It is only the distolingual cusp 
which was produced by the cingulum. The com- 
paratively small height of the distolingual cusp 
is an expression of its secondary development. 

In human lower molars, the first two cusps 
form the center of the initial trigonid pattern. The 
remaining cusps are homologous with those of 
the talonid of the long extinguished primary 
pattern. 

In human upper bicuspids the buccal cusps 
seem to be homologous with the original buccal 
cusps of the primitive tritubercular molar pat- 
tern. The palatinal cusp corresponds with the 
mesiolingual cusp and not with the distolingual 
cusp. 

The crown of human cuspids developed paral- 
lel to that of bicuspids and molars. 

The crowns of human upper and lower incisors 
are less differentiated than those of the other 
teeth. 

No significant difference exists in the evolu- 
tionary development of the upper and lower 
dentition. 

Oude Gracht 320, Utrecht, The Netherlands 
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Tissue reaction to dental calculus 
and to filling materials 


Helmut A. Zander. J.D.Med. 13:101-103 
April 1958 


In the healthy gingivae of a young adult, the 
gingival tissues hug the teeth tightly in a cufflike 
fashion. They terminate in the interproximal 
space in a knifelike edge. They are coral pink and 
firm. A sharp line demarcates the attached gin- 
gival tissues and the alveolar mucosa. The color 
of the alveolar mucosa is somewhat darker, to- 
ward the red, than the attached gingival tissues. 
Clinical reaction to dental calculus manifests itself 
by changes of the gingivae in color and form. 
Progressive darkening of the gingivae occurs, 
from the normal pink toward red or blue. Either 
enlargement or recession of tissue occurs. An 
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early sign of gingival involvement is loss of the 
knifelike edge and a distinct roundness of the 
gingival margin. 

A histologic section from the interdental pa- 
pilla reveals that the place once occupied by the 
knife-edged papillary gingiva now is filled with 
calculus (illustration). The gingival papilla has 
changed in contour and follows in outline the 
lower border of the calculus. On one side the 
epithelial attachment is intact on the enamel and 


‘ terminates about at the cementoenamel junction. 


On the adjacent tooth, calculus already has 
reached the cementoenamel junction and the 
epithelium has migrated along the cementum of 
the root surface of this tooth. The tissue reaction 
to calculus has resulted in a loss of the well- 
defined layers of the epithelial covering. The 
different layers no longer can be distinguished. 
The epithelium is thin and may be lacking en- 
tirely in some areas. Many fine extensions of the 


Left Interdental area between two incisors. C = 
calculus. E = enamel. Right Higher magnifica- 
tion of the area shown in center of picture at left, 
between the calculus and the gingiva. C = calculus. 
I = intermediary zone, the area between the calculus 
and the gingiva 
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epithelium, called “rete pegs,” can be seen deep 
in the connective tissue corium. Inflammatory 
cells are in the epithelium, between the epithe- 
lium and the calculus, and in the underlying con- 
nective tissue. The type of cell predominating 
may be polymorphonuclear leukocytes, lympho- 
cytes, macrophages or plasma cells, depending on 
the acuteness or chronicity of the tissue reaction. 

Concomitant with the appearance of these 
cells, the collagenous fibers tend to disappear and 
a vascular reaction of dilation and increased 
permeability takes place. Also, many new capil- 
laries are found close to the tissue surface. 

These tissue reactions are typical of inflamma- 
tion. As long as calculus is present, the vascular 
reaction and exudation in the gingivae do not 
result in resolution and repair, as occurs ordi- 
narily in inflammatory processes. 

Calculus is the exciting factor. Calculus con- 
sists of an organic matrix made up primarily of 
microorganisms which possess the ability to at- 
tach themselves to smooth surfaces and to pre- 
cipitate substances which can calcify. 

There are four main types or combinations of 
calculus attachment. The calculus may lie on the 
dental cuticle. It may have developed on an ir- 
regular cementum surface. The organisms may 
have penetrated into the cementum. The organ- 
isms may have grown into various cementum 
resorption areas that developed prior to the ex- 
posure of the root surface to conditions favorable 
to the formation of calculus. 

A study of histologic sections of calculus at- 
tachment shows why the defense mechanisms of 
gingival inflammation are limited to the first two 
stages of vascular reaction and exudation, and 
never result in resolution and repair unless the 
dentist removes the exciting cause; namely, the 
calculus. 

The clinical finding of gingival inflammation 
around restorations is familiar to every dentist. 
Gingival tissues which come in contact with 
silicate cement filling material present the picture 
of a chronic inflammation characterized by an 
abundance of lymphocytes and changes in the 
protective layer of epithelium. This does not hold 
true for acrylic resins, porcelain and gold, where 
the epithelial layer injured during cavity prepara- 
tion heals readily, forming a new attachment to 
the filling material in much the same way as to 


tooth surface. If, however, microorganisms attach 
themselves to the surfaces of such restorations 
before the epithelium has had a chance to re- 
generate, much the same type of tissue reaction 
occurs as to calculus. 

Eastman Dental Dispensary, Rochester, N.Y. 


Bacterial enzymes and periodontal disease 


Margaret R. Dewar, J.D.Res. 37:100-106 
Feb. 1958 


The etiology of most periodontal disease is com- 
plex, and many local and systemic causes have 
been implicated. Even if bacteria are not the 
prime cause of periodontal disease, they may be 
considered a contributory cause, inasmuch as 
they may be responsible for accentuating or ac- 
celerating tissue breakdown. 

Gingival debris was collected from 38 individ- 
uals, some with normal gingivae and some with 
varying degrees of periodontal disease. Filtered 
and unfiltered material was tested for the pres- 
ence of tissue-destroying enzymes: hyaluronidase, 
chondroitin sulfatase, gelatinase, and two col- 
lagenases, one able to attack hide powder and 
the other a native collagen. 

In the unfiltered material, hyaluronidase, chon- 
droitin sulfatase and gelatinase always were pres- 
ent. In normal individuals, in those with marginal 
gingivitis, and in those with periodontitis, hide- 
powder collagenase was present in most samples 
and native collagenase was present in the ratio of 
0:2:3, respectively. 

In the filtered material, the enzymes were de- 
tected only infrequently. 

Pure cultures of spirochetes and fusiforms 
showed only slight enzyme activity. 

Salivary sediment contained all the enzymes, 
except that one sample contained no hide-powder 
collagenase, and two samples contained no native 
collagenase. 

The importance of tissue-destroying enzymes 
in the gingival and periodontal pocket, whether 
such enzymes originate from bacteria or from the 
tissues, is difficult to evaluate. Shroff (1953) sug- 
gested that enzymes (collagenases) are not nec- 
essary for the destruction of periodontal fibers, 
because “toxic substances” from inflammatory 
zones may cause swelling and breaking of col- 


lagen fibers and prevent the maintenance of 
osteoblastic and cementoblastic activity. The ac- 
tion of such toxic substances of inflammatory ori- 
gin, however, does not exclude automatically the 
bacterial enzymes from a part in the tissue de- 
struction; on the contrary, it emphasizes the im- 
portance of the inflammatory reaction and its 
causation—mainly local factors, including bac- 
teria. 
United Dental Hospital, Sydney, Australia 


Experimentally produced 
periodontal disease in rats 


Lazar Petrovic. Parodontol.,Ziirich 11:107-112 
Nov. 1957 


Experiments were carried out at the Dental Col- 
lege of the University of Belgrade, Yugoslavia, to 
produce biochemically pathologic changes in the 
tissues surrounding the tooth roots in rats. The 
values of ribose nucleic acid and ribose protein 
of the cell cytoplasms and the cell plasmosin were 
decreased by 50 per cent, probably due to an 
allergic reaction. Simultaneously, the following 
clinical symptoms developed: urticaria, pulmon- 
ary edema, ulcerations of the legs, hemorrhage 
and alopecia—a syndrome which also included in- 
flammatory reactions and degenerative disturb- 
ances of the periodontal membrane, the gingivae 
and the alveolar bone. 
The following conclusions were reached: 


1. Experimentally produced periodontal dis- 
ease in rats, caused by allergic reactions, depends 
on the severity of the disturbances of biochemical 
processes. 


2. Disturbances of biochemical processes, 
causing periodontal disease, can be decreased by 
administering kinetine protein and ribose nucleic 
acid. 


3. Ribose nucleic acid and kinetine protein act 
as biologic stimulants. The introduction of these 
biochemicals represents the source of elements 
necessary for the biosynthesis. 


4. Studies of the course of experimentally pro- 
duced periodontal disease in rats with the aid of 
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radioactive isotopes (P*) revealed the occur- 
rence of allergic and biochemical reactions. 

5. The biochemically produced degenerative 
and inflammatory disturbances of the periodon- 
tium in rats are similar to periodontal disease in 
man. 

Bulevar Revolucije 1, Belgrade 7, Yugoslavia 


Calcium metabolism in periodontal disease 


A. Chaput, M. Dezitter, L. Gabillet, G. Gaboly 


and O. Jaquemin. Parodontol.,Ziirich 11:88-103 
Nov. 1957 [in French] 


The calcium metabolism of seven patients af- 
flicted with juvenile periodontosis was studied at 
the Hospital Trousseau in Paris, France. The re- 
cently developed test method, introduced by S. 
de Séze and A. Lichtwitz, was used. 

The initial tests showed that the values of cal- 
cium and phosphorus in the blood were within 
the normal range. Deviations from normal, how- 
ever, were found in the renal and plasma concen- 
tration of calcium and phosphorus in subsequent 
calcium perfusion tests. 

In the first group, five patients eliminated 30 
per cent of the injected calcium within 24 hours. 
This seems to indicate a deficient uptake of cal- 
cium in the organic bone fraction (osteoporotic 
syndrome). 

In the second group, two patients eliminated 
from 8 to 9 per cent only of the administered 
calcium within 24 hours. A characteristic avidity 
of the osseous tissue for calcium can be assumed 
(osteomalacia). 

The results, if confirmed by future studies on 
a larger basis, may be of practical significance for 
the evaluation of the “bone factor” in periodontal 
disease. 

Periodontosis, especially in children and juve- 
niles, seems to be associated with severe disturb- 
ances in the calcium and phosphorus metabolism. 
It is still undetermined whether these disturb- 
ances, especially those in the calcium metabolism, 
are causative factors in the development of peri- 
odontal disease. 

Hopital Trousseau, Paris, France 
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Open-bite deformities of the jaws: 
surgical treatment 


Varaztad H. Kazanjian. Fortschr.Kief.Ges.Chir. 
2:194-200, 1957 


Mild forms of open bite are frequently caused by 
habits such as thumbsucking or tongue biting and 
usually respond to orthodontic treatment. When 
open bite is caused by an abnormal configuration 
of the body of the mandible, however, correction 
of the deformity can be achieved only by surgery. 
The etiology of these forms of open bite is varied; 
many result from improperly reduced fractures of 
the jaws or from trauma; other causes, more diffi- 
cult to analyze, include chronic diseases affecting 
muscles and bones such as early rickets, muscular 
dystrophy or cerebral palsy. 

The extent of malocclusion in inadequately 
treated jaw fractures depends on the location and 
severity of the bone injury. Bilateral fractures of 
the ascending rami, especially at the level of the 
neck of the condyloid process, invariably cause 
backward and upward displacement of the man- 
dible, occlusal contact occurring only in the last 
molars. Complete fractures of bones of the middle 
portion of the face, including the maxillary and 
zygomatic bones, produce backward and upward 
displacements. Improperly treated fractures of 
the mandible diminish the masticating power of 
the teeth which results in open bite. 

Untreated fractures of the jaws in children 
cause a deformity which becomes more apparent 
as the patients grow. Downward distortion of the 
mandible is caused by the constant pull of con- 
tracted scars of the neck. 

Dental restoration without oral surgery may 
suffice to correct minor open-bite conditions. Sur- 


gical interference is indicated in all more ex- 
tensive deformities. 

Open-bite conditions may be divided into three 
main groups as follows: (1) simple types in which 
the upper and lower anterior teeth do not come 
in contact; (2) types associated with prognathism, 
and (3) types accompanied by mandibular retru- 
sion. 

The surgical procedure for the first type con- 
sists of making incisions on each side of the man- 
dible, proximal to the posterior teeth, and raising 
the anterior segment of the mandible to the de- 
sired occlusion. 

In open bite of the second type (complicated 

by prognathism), a measured section of the bone 
is removed from each side of the mandibular 
body, the anterior segment of the jaw is pushed 
back and raised until the normal relationship of 
the teeth is attained, and the jaws are immobi- 
lized. 
In open bite of the third type (associated with 
mandibular retrusion), the body of the mandible 
is elongated and retained in a more normal rela- 
tion to the upper jaw. 

In the first and second types of open-bite de- 
formities, the upper and lower teeth must be im- 
mobilized with intermaxillary wiring. 

In the third type, in which open bite is associ- 
ated with mandibular retrusion, splints have to 
be constructed and inserted prior to surgery as 
the most efficient means of control of the frag- 
ments. 

Two case reports are given. The first represents 
retrusion of the mandible in addition to open bite 
(type 3), the second is an instance of open bite 
associated with prognathism of the mandible 
(type 2). 

475 Commonwealth Avenue, Boston, Mass. 
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Figure 1 L-shaped osteotomy of the 
mandible for elongation. Sectioning is 
extended toward the angle of the jaw 
or toward the symphysis 


Figure 2 Extraoral splint consisting 
of a vertical bar extending from a 
plaster headgear to the level of the 
chin. Traction is effected by elastic 
bands meager from the wire loop 
of the vertical bar 


to the lower 


Figure 3 Extreme open bite with contact at the postmolar regions only. Left: 
Before surgery. Right: After surgery. Note improvement in occlusion and 


facial contour 


Figure 4 Relationship between yond and 
lower jaw. Arch wires were applied for post- 
operative control of the jaws 
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Treatment of cancer of the tongue 
at Hartford Hospital, 1931-1952 


N. William Wawro and Albert Babcock. 
New England J.Med. 258:317-322 Feb. 13, 1958 


Cancer of the tongue is the most frequent intra- 
oral neoplasm and accounts for about 2 per cent 
of all deaths from cancer. Although the high tis- 
sue sensitivity and accessibility of the tongue 
should prompt early medical or dental attention, 
it is disturbing to note the failure of patients to 
appear when the tongue cancer is still localized. 

One hundred and twenty-eight patients with 
tongue cancer were treated at the Hartford Hos- 
pital in the period from 1931 to 1952. The ab- 
solute five-year survival rate was 22 per cent. 
From 1931 through 1944 roentgenotherapy was 
the method of choice; from 1945 through 1952 
radical surgery and improved radiation technics 
were used singly or in combination. 

Patients still fail to appear with an earlier stage 
of disease. Many physicians continue to regard 
ulceration and swelling of the tongue as inflam- 
mation, and administer a variety of mouthwash 
preparations and antibiotics for weeks and even 
months before suspicion of cancer prompts biopsy 
or referral for this test. The most frequent uni- 
lateral persisting intraoral lesion is cancer, and 
oral cancer is more serious and important than 
any other condition with which it might be con- 
fused. 

The base of the tongue is the most common 
site, yielding the worst survival rates for this rela- 
tively inaccessible location. Neoplasms of the 
anterior third of the tongue have the most favor- 
able prognosis; this is related both to their ac- 
cessibility and to their intrinsically lower malig- 
nant biologic potential. 

Soreness, pain and swelling in the vicinity of 
the tumor were the most common complaints of 
patients in this series. When oral bleeding, sub- 
mandibular swelling and dysphagia were noted, 
advanced disease generally was present. Weight 
loss, dyspnea and fever were synonymous with 
extensive intraoral spread. 

A small number of patients had consulted their 
dentists first, relating their lingual symptoms to 
several carious teeth. When dental extraction 
failed to relieve their symptoms, these patients 
were referred to or sought their physician. 


Biopsy of any tongue mass, painless or not, 
especially in older patients, is mandatory if one 
hopes to avoid delay in diagnosis. 

The improved survival rates in recent years are 
impressive. Although some of this improvement 
is attributed to more radical hemiglossectomy for 
control of the primary lesion and radical neck dis- 
section for cervical lymph node metastases, credit 
also must be given to improved radiation tech- 
nics, particularly in the more frequent use of 
interstitial radium needles. 

Lesions of the anterior half of the tongue can 
be treated surgically by adequate hemiglossec- 
tomy or by adequate radiation. Speech and swal- 
lowing are not impaired significantly, and con- 
valescence is rapid. Radical neck dissection may 
be necessary at a later date if enlarged cervical 
lymph nodes appear. If neoplasms of the anterior 
half of the tongue have associated ipsilateral cer- 
vical lymph node enlargement, a radical mono- 
block resection in continuity with the floor of the 
mouth, mandible and cervical lymph nodes is in- 
dicated. 

Hartford Hospital, Hartford, Conn. 


A report on the use of crystalline trypsin 
in treatment of alveolar osteitis 


Martin F. Anderson. Oral Surg.,Oral Med. 
dx Oral Path. 10:1166-1168 Nov. 1957 


Dry socket in the lower third molar region of 40 
patients was treated with crystalline trypsin. The 
trypsin used in the study was packaged in vials 
containing 250,000 Armour units (250 mg. of 
tryptic activity). A second vial contained 25 cc. 
of Sorensen’s phosphate buffer solution with a pH 
of 7.1. The amounts used were determined on the 
basis of trial and error. The amount of crystalline 
trypsin per treatment was a twelfth of the vial, 
or 20,000 units. The amount of the buffer solu- 
tion depended on the region involved, the aver- 
age amount being 7 ml. 

The socket was flushed with warm saline solu- 
tion and the region isolated with cotton rolls 
placed on cotton roll holders. Small pellets of 
cotton were used to dry the socket. Some effort 
was made to remove the superficial necrotic por- 
tion of the clot with cotton forceps. With a hypo- 
dermic syringe containing the Sorensen’s buffer 
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solution, the socket was filled drop by drop. The 
measured amount of dry trypsin was placed in 
the socket with a small cement spatula, and al- 
lowed to remain for 12 minutes. A strip of 
iodoform gauze then was placed in the socket. 

In 31 of the 40 patients, pain was relieved and 
the mean average treatment period was eight 
days, a decrease of five days in the treatment 
time when compared with a mean average of 13 
days for 40 former patients who had been treated 
with a standard sedative dressing of eugenol 
placed on iodoform gauze. Nine of the 40 patients 
treated with trypsin failed to obtain any relief 
from pain until complete recovery. 

No control group was used. The study indi- 
cates that crystalline trypsin is an adjunct in the 
treatment of dry socket, although obviously it is 
not the final answer to the problem. 

College of Dentistry, University of Tennessee, 
Memphis, Tenn. 


Spontaneous return of function 
following surgical section or excision 
of the seventh cranial nerve 

in the surgery of parotid tumors 


H. Martin and J. T. Helsper. Ann.Surg. 
146:715-727 Nov. 1957 


At the Cornell Medical Hospital, Ithaca, N. Y., 
150 patients with malignant tumors of the parotid 
glands were observed and treated. Forty patients 
had a deliberate sectioning of the seventh cranial 
nerve and an excision of a segment between 2.5 
and 5 cm. long of the main trunk of the nerve 
and its peripherally extending branches. 

In 20 of the 40 patients, spontaneous return 
of function occurred postoperatively. In eight, a 
fair degree of return of function in the paralyzed 
facial musculature was observed. Nerve grafting 
or any other reparative surgery was not at- 
tempted. The pattern in these eight patients was 
nearly uniform. Partial return of function started 
from about 6 to 14 months after excision of a seg- 
ment of the seventh cranial nerve. A slight volun- 
tary retraction of the angle of the mouth oc- 
curred, increasing in extent, and the motion 
finally extended to all parts of the face with a 
selective action in various portions of the facial 
musculature which permitted an interplay of ac- 
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tion of the muscles involved. Thereby a variety of 
responses were produced characteristic of nor- 
mal movements. 

The idea that newly formed motor pathways 
may have been established by way of the fifth 
cranial nerve seems to be one of the most reason- 
able explanations for the fact that functional re- 
covery occurred. 

There are at least six anastomoses between the 
terminal branches of the fifth and the seventh 
cranial nerves. These terminal communications 
obviously must include, or at least be closely as- 
sociated with, the motor end plates. It seems rea- 
sonable to assume that after complete and per- 
manent interruption of the motor pathways 
through the seventh cranial nerve, the voluntary 
motor impulses may find their way from the cor- 
tex through the fifth cranial nerve to the involved 
facial muscles. Re-education of the facial muscles 
must have taken place. 

The comparatively frequent observation of 
spontaneous return of function after surgical sec- 
tion or excision of the seventh cranial nerve per- 
formed during surgical removal of malignant 
tumors of the parotid gland—whatever its actual 
explanation may be—makes it doubtful that any 
form of neurorrhaphy or extensive plastic repair 
is required in instances of postoperative paralysis 
of the seventh cranial nerve until at least one year 
or more has passed. 

227-31 South Sixth St., Philadelphia 5, Pa. 


Importance of the uvula palatina 
in surgery of cleft palate 


K. Hutschenschneider and S. Zehm. 
Chirurg 28:358-368 July 1957 


At the Clinic for Oral Surgery of the Dental 
School of the Free University of Berlin, the meth- 
ods of Veaux and Axhausen are predominantly 
used for surgical repair of cleft palate. These 
methods usually obtain better anatomic results 
and improved speech function by restoration of 
a long, movable and well-functioning uvula 
palatina. 

The follow-up examinations of more than 100 
patients after successful surgical closure of cleft 
palate showed that a relation exists between the 
anatomic result of a perfectly restored uvula 
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palatina and the functional efficiency of mastica- 
tion and speech. A high percentage of patients 
with cleft palate required no postoperative ortho- 
dontic treatment or speech training. 

In addition to the physiologic and psychologic 
importance of a perfectly restored uvula palatina, 
its value for the complete anatomic, functional 
and esthetic repair of cleft palate has thereby 
been established. 

According to a specially devised method, 
speech tests were carried out with healthy per- 
sons and cleft palate patients (after successful 
surgical repair) to evaluate the function of the 
uvula palatina. The intelligence, personality and 
emotional behavior were assessed and tape re- 
cordings of the speech were made. Patients with 
a short and scarcely movable uvula palatina had 
various speech defects and poor speech habits. In 
the majority of these patients, secondary surgical 
intervention, orthodontic treatment and speech 
training were required. Patients with a long, mov- 
able and well-functioning uvula palatina had ade- 
quate speech almost comparable to that of 
healthy persons. 

The necessity of postoperative speech exer- 
cises, even after successful surgical repair of cleft 
palate, is emphasized. Instructions for speech ex- 
ercises may be given by correspondence to the 
patient, his teachers and parents. 

Reichpietschufer 20, Berlin W 35, Germany 


The diagnostic value of intraoral cytology 


Sol Silverman, Jr., H. Becks and S. M. Farber. 
J.D.Res. 37:195-205 April 1958 


The cytologic technic obviates many of the un- 
desirable features of a biopsy and offers a method 
of great practicability. A modification of the 
Papanicolaou procedure was used to evaluate 
the usefulness and diagnostic accuracy of the 
cytologic technic in oral diseases. 

A base line for exfoliated cells shed from 
normal oral mucosa was established. Results in- 
dicate that each area of the mouth sheds squa- 
mous cells which are uniformly representative. 
A combination of cellular morphology and stain- 
ing reaction was used to establish the relative 
maturity of normal squamous epithelial cells. 


Smears were obtained from known benign oral 
lesions to provide material for the second study 
group. In benign oral lesions, cellular appearances 
are not sufficiently or consistently different from 
the normal to permit recognition or classification 
of the lesion. 

Direct cytologic smears were obtained from 
proved instances of intraoral squamous cell car- 
cinomas to study the morphologic range of cells 
shed from this lesion. The malignant cells con- 
formed to the cytologic criteria of malignancy 
which has been established for the recognition of 
carcinoma of the cervix, bronchus and bladder. 
These features include the following: enlarged 
nuclei; variation in nuclear size and shape; in- 
creased nuclear/cytoplasm ratio; multiple and 
prominent nucleoli; hyperchromatism; abnormal 
chromatic pattern and distribution, and ciscrep- 
ancy in maturation in groups of malignant cells. 

A series of 75 patients with ulcerations of un- 
disclosed etiology were studied by biopsy pro- 
cedures and the cytologic smear method. The 
first group included 15 patients in which carci- 
noma was strongly suspected. Fourteen of the 15 
ulcerations were reported to be malignant by 
both cytology and histopathology. One of the 15 
was reported as negative by the cytologic method 
and one by the biopsy method. The negative re- 
sults were in error by both cytology and biopsy. 

The second group consisted of 60 patients with 
complex ulcerations in which there was no defi- 
nite indication for biopsy. Each of the 60 patients 
was initially studied by cytology alone. Smears 
from 4 of the 60 were found by cytology to be 
“consistent with malignancy”; a diagnosis of car- 
cinoma subsequently was established by biopsy 
in each of the four patients. There were no false 
positive or false negative cytologic reports in the 
series of 60 patients. The detection of four un- 
suspected oral carcinomas in this group demon- 
strates the value of cytology in evaluating lesions 
which do not present convincing signs and symp- 
toms of malignancy. Cytology is strongly urged as 
a routine procedure for lesions of unknown etiol- 
ogy when biopsy is delayed. Cytology can be 
used also in studying treated oral malignancies 
to evaluate the effectiveness of therapy. 

School of Dentistry, University of California, 
San Francisco, Calif. 


Postoperative roentgenotherapy 
for tumors of the salivary glands: 
statistical evaluation of case reports 
from 1928 to 1950 


Guidi Luzzatti. Tumori,Milano 43:1-48 Oct. 1957 


At the Cancer Institute of the University of Milan, 
Italy, 64 patients with primary tumors of the 
parotid, sublingual or submaxillary glands were 
treated between 1928 and 1950. 

In 51 patients, histologic examinations pro- 
vided a basis for determining whether the neo- 
plasms were benign or malignant. In the other 
patients, the diagnosis was based on the clinical 
picture and roentgenographic observation of the 
neoplastic growth. 

Among the histologically verified salivary 
tumors were 21 benign mixed tumors, 10 malig- 
nant mixed tumors, six cylindromas, 12 carci- 
nomas, one adenoma and one hemangioma. 

Among the histologically unverified tumors 
were seven mixed tumors with malignant charac- 
teristics, one benign mixed tumor, four carci- 
nomas and one tumor of an undetermined type. 

In all instances, radical surgery was the method 
of choice. In 21 patients, roentgenotherapy was 
employed postoperatively. If the few instances 
were excluded in which recurrence of the tumor 
occurred during the period between the termina- 
tion of surgery and the institution of roentgeno- 
therapy, no recurrence of the neoplastic growth, 
whether at the original site or in the form of me- 
tastases, has been observed for more than five 
years after postoperative roentgenotherapy. 

Only by the evaluation of a far greater number 
of cases can convincing evidence be obtained re- 
garding the value of postoperative roentgeno- 
therapy in the treatment of salivary tumors. There 
seems to be sufficient indication, however, that 
the success achieved in a comparatively small 
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series justifies the continuance of this treatment 
method. 

The case report describes a patient in whom 
radical resection of a histologically verified malig- 
nant tumor of the submaxillary gland was fol- 
lowed by roentgenotherapy. Neither recurrence 
nor metastasis was observed within nine years. 

Even in malignant tumors of the salivary 
glands which seem inoperable, roentgenotherapy 
may at times produce a significant regression of 


_ the neoplastic growth, a degree of subsidence 


which may make possible subsequent radical 


surgery. 
Piazza Castello 6, Milan, Italy 


An experimental study of sialography 
and its correlation 

with histological appearances 

in parotid and submandibular glands 


I. Ranger. Brit.J.Surg. 44:415-418 Oct. 1957 


At the Bland-Sutton Institute of Pathology of the 
Middlesex Hospital in London, sialograms were 
taken of histologic specimens of 40 seemingly 
normal parotid and submandibular glands re- 
moved at postmortem examinations. 

In 13 of the 20 parotid glands examined, evi- 
dence of rupture of the intralobular ducts was 
observed and also an extravasation of the medium 
(“neo-hydriol”) into the glandular substance. Al- 
though these symptoms appeared similar to those 
seen in chronic parotitis, they were confined to 
a small number of ducts. 

In instances in which the initial sialograms did 
not show rupture of intralobular ducts, it became 
clearly observable in further sialograms after a 
larger quantity of neo-hydriol, which is opaque 
to roentgen rays, was injected and had filled the 
acini. 

In none of the 20 submandibular glands ex- 
amined was rupture of the intralobular ducts 
present. This seems to be due to the fact that 
the ducts of the submandibular glands are shorter 
and wider than those of the parotid glands. 

A definite duct pattern was observed in the 
sialograms of all glands after 0.5 ml. of neo- 
hydriol was injected. Sialograms should not be 
taken, however, after an injection of a compara- 
tively large quantity of neo-hydriol, unless there 
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exists adequate evidence that the capacity of the 
intralobular ducts exceeds that of normal glands. 

The diffuse opacity of the parenchyma of all 
salivary glands in sialograms is well known, and 
the term “sialo-acinar reflux” was coined by Sam- 
uel in 1950. 

In this series, nearly all the sialograms taken 
showed a patchy and mottled appearance. This 
was probably due to the irregular distention of 
the acini. The increasing quantities of neo- 
hydriol injected produced a distention in addi- 
tional acini, thereby producing an opacity of the 
entire gland. This effect was observed more 
readily in the submandibular than in the parotid 
glands, even when smaller quantities of neo- 
hydriol were used. 

100 Grand Drive, Raynes Park, London S.S. 
20, England 


Bivisual roentgenograms 


K. Heckmann. Fortschr.Réntgenstr.Nuklearmed. 
87:64-75 July 1957 


Taking of bivisual roentgenograms depends on 
the technic of exposure of different parts of the 
object on the same film at various optimal angles 
of inclination of the x-ray beam. Usually, each 
half of the film is exposed separately and the cas- 
sette is moved after the initial exposure so that 
the other half of the film can be similarly exposed. 

To take bivisual roentgenograms successfully, 
the border between the halves of the film must 
not be visible and there should be no break in 
continuity or overlapping of the exposed parts. 
This can be accomplished by the insertion of a 
metal filter close to the tube target so that exactly 
one half of the film is blocked off during each ex- 
posure; or, by using a laminagraph. The central 
roentgen ray may be directed to enter precisely 
at the same point on each exposure. It is impor- 
tant to have the central ray exactly in the center 
of the tube opening so that the inserted metal 
filter extends just to the central ray. Otherwise, 
the bivisual roentgenogram cannot be interpreted 
correctly because asymmetric films are produced. 
The radiation dosage to the patient is not greater 
than that in customary roentgenographic pro- 
cedures. 

Bivisual roentgenograms have proved to be a 


valuable aid in the examination and diagnosis of 
complicated dental conditions because merely by 
altering the angle of the central ray, bilateral ab- 
normalities can be demonstrated simultaneously. 
By appropriate angulation of the tube during 
each of the exposures, both the anterior and the 
posterior region become observable. 
Habsburgerplatz 1, Munich 13, Germany 


Roentgenotherapy of facial keloids 


E. Fischer and H. Storck. Schweiz.med.Wschr. 
87:1281-1285 Oct. 12, 1957 


Roentgenotherapy was used at the Dermatologic 
Clinic of the University of Zurich, Switzerland, in 
the treatment of 316 patients with facial keloids 
whether they were caused by various traumas, 
surgical wounds, furuncles, trichophytic granu- 
lomas or burns of different degrees. 

Single doses of 400 r were given at intervals 
of from four to eight weeks, and fractions of these 
single doses in three sessions of 200 r each at 
weekly intervals to patients afflicted with large 
surface keloids. The total dose varied from 800 
to 1,600 r, and that of fractional irradiation from 
1,200 to 2,400 r. The duration of roentgeno- 
therapy varied from two to five months. 

Contact or short-distance irradiation with the 
Chaoul tube was applied in the majority of in- 
stances. The beryllium window tube was used if 
irradiation of large regions was required. 
Follow-up examinations were made from two to 
ten years after the termination of roentgeno- 
therapy. 

Satisfactory results with complete softening 
and flattening of facial keloids were obtained in 
83.3 per cent of patients in whom the keloids 
were due to surgical wounds or postoperative 
traumas, and in 58.3 of patients in whom the 
facial keloids appeared after extensive burns. 
Satisfactory results were obtained in 75 per cent 
of patients in whom the formation of facial 
keloids occurred within the last six months prior 
to roentgenotherapy. Chances of success were 
comparatively slight, however, in all instances in 
which the keloids were of longer standing. Re- 
gression of the keloids was noticeable in 65 per 
cent of all patients immediately after termination 
of roentgenotherapy. 


The best results were achieved with roentgen 
rays of a half-value layer of from 1.5 to 2.5 mm. 

In 15 of the 292 patients treated, undesirable 
pigmentation and telangiectasia were responsible 
for a poor esthetic effect. 

Surgical intervention is the method of choice 
in instances in which cicatricial contractions in- 
terfere with normal function of the facial mus- 
culature, and in patients with keloids which oc- 
curred and were not treated adequately during 
the previous year or longer. 

Roentgenotherapy should be repeated imme- 
diately if recurrence of the keloid formation in 
surgical scars is observed. 

Preventive postoperative irradiation, however, 
does not yield the same favorable result as roent- 
genotherapy applied immediately after the onset 
of facial keloid formation. 


Gloriastrasse 31, Zurich, Switzerland 


Rapid development of dental x-ray films 


A. Schroeder. Schweiz.Mschr.Zahnhk. 
68:120-122 Feb. 1958 


Regardless of the method employed, the primary 
object of endodontic treatment is the elimination 
of bacteria and toxic proteins from root canals by 
topical antibiotic application, followed by com- 
plete hermetic sealing of the entire canal. This 
technic requires a high degree of skill and a 
superior quality of instruments which can be 
used with ease and confidence. 

The frequent use of roentgenograms is an asset 
to endodontic practice. Correct interpretation of 
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rapidly developed roentgenograms which reveal 
deep cavities and fillings and the topography of 
the root canal, will save chairtime and facilitate 
diagnosis. 

Rapid development of series of roentgeno- 
graphic films is used at the Dental School of the 
University of Basel, Switzerland, to obtain in- 
terpretable films in 90 seconds after exposure 
(Jenny’s technic). 

Four solutions are required: (1) hydro- 


' quinone, 20 per cent, and potassium sulfite, 10 


per cent; (2) caustic potash, 70 per cent, and 
potassium bromide, 30 per cent; (3) potassium 
sulfite, 50 per cent, and photo-fixative salt, 50 per 
cent, and (4) ammonium chloride, 5 per cent, 
saturated with fixative salts. 

For development and fixation, the films remain 
in the first and second solution for 15 seconds 
each, and in the third and fourth solution for 30 
seconds each. 

The third solution should be renewed every 
month; the other three solutions can be used for 
three months. 

Dental roentgenograms, developed rapidly, 
have proved to be indispensable aids not only in 
endodontic practice but in the diagnosis of many 
pathologic conditions in the maxillofacial region. 
Although the contrast effects may be slightly less 
sharp than in films developed in the conventional 
manner, this time-saving technic seems ideal for 
evaluating the length of root canals and fillings. 
Only in isolated instances is it necessary to sup- 
plement roentgenographic findings with electrical 
or thermal tests. 

Rappoltshof 16, Basel, Switzerland 
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Tissue reactions to injections 
of self-curing acrylic resin 
in animal experiments 


Wolfgang Hoppe. Deut.zahnarztl.Zschr. 
11:837-847 Aug. 1, 1957 


At the Dental Clinic of the University of Kiel, 
Germany, the possibility of a relation existing be- 
tween the development of oral tumors and the 
insertion of implants consisting of self-curing 
acrylic resin was investigated. 

The self-curing acrylic resin “Palavit,” a methy] 
methacrylate produced in Germany which is 
widely used in European dental practice, was in- 
jected percutaneously into rabbits and rats. 

The initial tissue reactions to the foreign bodies 
were necroses at the site of the implants which 
probably were caused by excessive nascent mono- 
mers, and localized inflammation characterized 
by an increase in mesothelial and multinuclear 
giant cells and lympholeukocytes. 

The secondary tissue reactions to acrylic im- 
plants were similar to those occurring in acute 
inflammation caused by foreign bodies, especially 
a formation of new connective tissue, rich in 
fibrils, around the Palavit implants. Monomers, 
after polymerization, produced no observable 
toxic effects. The comparatively high degree of 
heat produced by the polymerizing process did 
not play a significant role in the development of 
the pathologic tissue changes observed. 

Six months after the injection of Palavit, a still 
increasing number of multinuclear giant cells 
were present in which particles of the implanted 
material were incorporated. In isolated instances, 
histiocytomas had developed, consisting mainly 
of macrophages which also showed incorporated 
Palavit fragments. Resorption of the self-curing 
acrylic resin had taken place. 


The presence of an increased number of multi- 
nuclear giant cells in the vicinity of the acrylic 
implant indicates that the symptoms observed 
were caused by tissue reaction to the acrylic ma- 
terial and not by a toxicity inherent in methyl] 
methacrylates. No irritating reaction due to al- 
lergy to acrylic resin was observed. 

Acrylic implants were also inserted into the 
alveolar bones of rhesus monkeys. After 21 weeks, 
these implants were surrounded by newly formed, 
netshaped osseous tissue which was separated 
from the bone by a thin layer of fibrous connec- 
tive tissue. 

Although these animal experiments did not 
establish that a definite relation exists between 
the development of tumors and the insertion of 
implants consisting of self-curing acrylic resin, 
further investigations will determine whether 
other acrylic materials, now frequently used in 
dental practice, can be ruled out as being carcino- 
genic agents. 

Weimarer Strasse 8, Kiel-Wik, Germany 


A_ Lympholeukocytes, mesothelial and multinuclear 
giant cells surrounding an acrylic. implant three 
months after insertion into a rabbit 


B Fibrous connective tissue around the implant 13 
months after insertion into a rabbit 


C Fibrous connective tissue around the implant 13 
months after insertion into a rat 


D_ Histiocytoma, consisting of macrophages in 
which particles of the acrylic material were in- 
corporated, six months after insertion into a rab- 
bit 


E_ Histiocytoma in a rat, six months after insertion 
of an acrylic implant 


F Newly formed, net-shaped osseous tissue, sepa- 
vata from the alveolar bone by a layer of fibrous 
connective tissue, 21 weeks after insertion of an 
acrylic implant in a rhesus monkey 
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Electron microscopy of teeth 
by the use of ultramicrotomy 


Akira Yamaguchi. Bul.Oral Path., Tokyo 
1:187-216 July 1957 


The recent application of ultramicrotomy has fur- 
ther improved the results obtainable in the elec- 
tron microscopy of the dental tissues. More than 
20 reports have been published since 1951 con- 
cerning dental observation by ultramicrotomy. 

Material from extracted human teeth was pre- 
pared by the method of Takuma (1954) and 
others. The microtomes used were a Minot rotary 
microtome and a Schanze sliding microtome with 
a thermal expansion attachment. 

Although some electron-microscopists dispute 
the existence of the interrod substance in the 
enamel, it is clearly apparent in the sections. 
Some electron-microscopists do not accept the 
existence of the rod sheath, but it is present, al- 
though frequently incomplete. Probably the dif- 
ference of opinion concerning the existence and 
structure of the sheath and interrod substance is 
due to the difference in methods of specimen 
preparation and to the differing conceptions of 
these structures. 

A close relationship between the organic com- 
ponent and the crystalline component in the 
enamel is revealed by recent electron microscopic 
observation. 

Both tubular and solid structures of the den- 
tinal fiber can be recognized. Some of the solid 
fibers have a marginal layer of high density and 
some do not. Although some dentinal fibers ap- 
pear tubular at first glance, more careful observa- 
tion reveals that the interior is occupied by an 
extremely minute substance of low density. 

Although several investigators believe that the 
dentinal fiber fills the dentinal tubule without 
leaving any space, recent observation reveals, in 
some instances, a fairly large space between 
tubule and fiber. The fibril part does not belong 
to the dentinal fiber but is a loose group of fibrils 
contained in the “peritubular matrix.” 

The report by Shroff (1954) of the existence 
of a sheathlike structure between the highly cal- 
cified matrix around the dentinal tubule and the 
general intertubular matrix is confirmed. 

The width of the matrix fibril obtained in the 
present experiment is about the same as reported 


previously by other investigators. The fibrillar 
structure in the matrix appeared different in dif- 
ferent sections, which seems to indicate that it 
was affected to a considerable degree by the skill 
of section preparation and the kind of demineral- 
izing solution used. The course of the matrix fibril 
is chiefly in the direction intersecting the dentinal 
tubules. Some fibrils, however, encircle the den- 
tinal tubule. 
Tokyo Dental College, Tokyo, Japan 


Study of the submicroscopic structure 
of human dental enamel 
by electron microscopy 


Douglas M. Hall. J.D.Res. 37:243-253 April 1958 


The technics of roentgen-ray diffraction and 
polarized light have been used in a number of 
studies of the structure of mature human enamel. 
It was felt that the use of high resolution replicas 
of fractured enamel surfaces would yield more 
accurate information than those of polished and 
etched surfaces, particularly with regard to the 
details of the crystals in situ. In this study of 
fractured enamel surfaces it was possible to ob- 
serve the shape and size of the crystals, the re- 
lation of the crystals to the submicroscopic 
organic matrix in different regions of the teeth 
and, to a more limited extent, the orientation of 
the crystals in the prisms and the so-called “inter- 
prismatic” regions. The organic structure is some- 
what more complex than that described by Scott 
(1952, 1955). The following conclusions were 
reached: 


1. The enamel crystals have a width of 65 
millimicrons, a length which varies widely but 
has a mean of 0.4 micron, and a thickness esti- 
mated to be 10 millimicrons. 


2. The edges of crystals from the cervical 
region of recently erupted teeth are serrated in a 
manner similar to that of a postage stamp. 


3. The serrations are due to small organic pro- 
jections on the sides of the organic fibers and have 
a periodicity of 32 millimicrons. 

4. At least half of the organic material in the 
fibers which are present in young enamel is re- 
placed by inorganic material as the enamel be- 
comes more mature, 


5. The organic network observed with the aid 
of the Metropolitan Vickers EM2 microscope in 
a transverse fracture of cuspal enamel is identical 
to the submicroscopic network observed by Scott. 


6. The number of crystals contained in each 
submicroscopic sheath is between 20 and 30. 


7. The dimensions of the crystals are de- 
termined by the organic fibers which, in the 
cervical enamel, form the boundaries of each 
crystal. 

Department of Scientific and Industrial Re- 
search, Wellington, New Zealand 


Salivary glands and rheumatism 


G. Seifert and G. Geiler. Deut.med.Wschr. 
82:1415-1417 Aug. 30, 1957 


Histologic studies of pathologic changes occur- 
ring in the salivary glands were conducted re- 
cently at the Institute for Pathology of the Uni- 
versity of Leipzig. Specimens were acquired from 
about 900 unselected autopsies. All age groups, 
both sexes, and various diseases were included. 

In four instances, a characteristically interest- 
ing histopathologic picture was observed which 
differed from other clinical entities showing 
structural and functional changes within the sal- 
ivary glands. This syndrome may be called 
“chronic lymphoid myoepithelial sialadenitis,” 
and consists of parenchymal atrophy, interstitial 
fibrosis, round-cell infiltration and formation of 
isolated islands of myoepithelial cells. 

The histopathologic appearance of this syn- 
drome resembles that of glandular alterations oc- 
curring in Sjégren’s syndrome, Mikulicz’s disease 
and Godwin’s lymphoepithelial tumor. All these 
conditions have a common etiologic factor: they 
are associated with either rheumatoid arthritis, 
visceral rheumatism, purpura rheumatica, Felty’s 
syndrome or rheumatic arteritis. They also share 
specific blood and serum protein changes, pres- 
ence of hemolytic streptococci and an increased 
antistreptolysin titer. 

Chronic lymphoid myoepithelial sialadenitis 
with its association of pathologic changes within 
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the salivary glands and rheumatism occurs more 
frequently in women than in men, especially at 
the time of hormonal changes. 

The symptomatology of this syndrome makes it 
possible to differentiate it from other diseases— 
of a different etiology—which are accompanied 
by swelling of the salivary glands. 

Liebigstrasse 26, Leipzig C 1, Germany 


 Fissures and lamellae of the enamel 


Julio C. Lavifia. An.fac.odont.,Montevideo 
2:123-138 No. 4, 1956 


The enamel lamellae are structures the signifi- 
cance of which is disputed. Their existence, how- 
ever, cannot be questioned and the problems to 
which they give rise have practical as well as 
scientific importance because they relate to pro- 
phylaxis, pathology and clinical management. 

The lamellae in clinically sound extracted 
teeth were studied macroscopically and micro- 
scopically. The evidence supports the belief that 
the enamel lamellae are formations foreign to the 
histologic structure of the teeth and that they are 
composed of organic material of oral origin 
(chiefly saliva) which condenses in fissures in 
the enamel. The fissures seem to be due to trauma 
or to abrupt changes of temperature caused by 
foods or liquids that are too hot or too cold. 

The principal importance of the enamel lamel- 
lae lies in the fact that, although they are aseptic 
initially, they gradually become infected and 
serve as foci of infection and acid fermentation 
which attack the dentin on the one hand and 
the walls of the fissure on the other. 

Undoubtedly, the fissures are causal factors 
in the production of caries, but they are not its 
sole cause. Caries, like many other phenomena, 
is the result of many complex factors, some of 
which are essential and some merely accessory. 
Fissures must be regarded as falling under this 
last heading, as shown by the fact that they are 
present not only in human teeth but in the teeth 
of caries-free animals. 

Calle Sierra 1952, piso 7, Apartamento 14, 
Montevideo, Uruguay 
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An adjustable mouth prop 


]. Keith Farquhar and Marshall Handley. 
Brit.D.J. 104:172 March 4, 1958 


An adjustable mouth prop was devised to main- 
tain the position of the jaws during nitrous oxide 
anesthesia in the dental chair, when extractions 
were required on both sides of the mouth. 

An ordinary prop is inserted between the teeth 
on one side in the usual manner before anesthesia 
is induced. After induction, the extractions are 
performed on the side opposite the prop. The ad- 
justable “Woodhill” mouth prop now is inserted 
so that it lies along the remaining molars or along 


the extraction site. The adjustable prop is opened 
gently to take the strain off the ordinary prop first 
inserted. The adjustable prop locks in position 
and does not require continued holding. The first 
prop falls forward and is removed so that extrac- 
tions now may be completed. The anesthetist 
does not lose control of the airway, as he can use 
his hand to support the jaw rather than the han- 
dles of the prop. 


The rubber-covered biting surfaces on the ad- 
justable prop provide the same freedom from 
trauma as is obtained with fixed props. There is 
no tendency for the adjustable prop to be dis- 
placed once the weight is taken on the biting 
surfaces. 

The adjustable prop is designed for use on 
either side. The prop is obtainable from Messrs. 
Charles King Ltd. 

10 St. Paul’s Wood Hill, Orpington, Kent, Eng- 
land 


The contamination of anesthetic needles 


Donald T. Bennett. J.D.Res. 37:144-146 
Feb. 1958 


In dentistry, syringes and needles used for ad- 
ministering local anesthetics commonly are ster- 
ilized by boiling water. After sterilization, they 
either may be used at once, or maintained in a 
sterile condition by immersion in an antiseptic 
fluid or by other technics. Frequently, however, 
especially after an initial injection, syringes are 
left in the surgery with the needle exposed to 
the atmosphere or covered with a clean absorb- 
ent cotton roll. 

A preliminary investigation was carried out to 
determine whether anesthetic needles become 
contaminated when exposed to the atmosphere 
or when covered with an absorbent cotton roll. 

In the first experiment 50 needles were steri- 
lized and freely exposed to the atmosphere for 15 
minutes, then immediately dropped into sterile 
test tubes containing sloppy agar, incubated and 
examined for bacterial growth. Five positive cul- 
tures—two gram-positive growths of diphtheroid 
bacilli and three gram-positive growths of Staphy- 
lococcus saprophyticus—were obtained from 5 of 
the 50 needles. 

In the second experiment 50 sterilized needles 
were exposed for a similar interval, but in this 
group the needles were covered with “clean” ab- 
sorbent cotton rolls. Positive cultures (pure 
growths of gram-positive Staph.saprophyticus) 
were obtained from 2 of the 50 needles. 

Although the number of needles tested in this 
preliminary series is too small to permit definite 
conclusions to be drawn, it does prove that, un- 
der the experimental conditions employed, anes- 
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thetic needles may be contaminated by air-borne 
organisms when exposed to the atmosphere. 

The possibility of contamination by pathogenic 
organisms, even though this did not occur in the 
present series, always must be borne in mind. 
Thus, in general practice it would appear wise to 
use the syringe directly after its removal from 
the sterilizer, and not to leave the syringe on the 
bracket table prior to a second injection; alter- 
natively, the syringe and attached needle may 
be maintained in an antiseptic fluid or under 
aseptic conditions. 

The covering of an exposed needle with a 
“clean” absorbent cotton roll appears to minimize 
the chances of air-borne contamination. 

20 Clive Avenue, Hastings, Sussex, England 


Possible contraindication to the use 
of epinephrine in dental practice 


A. Queguiner. J.dent.belge 48:125-138 
May-June 1957 


Epinephrine increases the systole and slows down 
the heart but its effect on the cerebral vessels is 
slight and the pulmonary vessels are unaffected. 
Epinephrine stimulates the salivary glands, pro- 
duces a temporary glycosuria and in toxic doses 
may cause hemorrhage in the viscera or edema of 
the lung. 

Many physicians have warned that local anes- 
thetic solutions containing epinephrine should not 
be used in patients who are known to have car- 
diac or other organic disturbances. These general 
warnings, however, are not well founded, espe- 
cially in regard to the use of epinephrine in dental 
practice. Only 0.04 mg. of epinephrine is used in 
2 ml. of the anesthetic solution at the level of 
1:50,000. This is less than one fifth of the maxi- 
mum dosage suggested by the international heart 
associations. The vasoconstrictor action of such 
an epinephrine-containing local anesthetic solu- 
tion is not sufficient to produce serious cardiac 
stimulations. If epinephrine enters the blood cir- 
culation, which in isolated instances occurs 
through overdosage, there could be an increase 
in the blood pressure but seldom of such an in- 
tensity as to endanger the patient. 

Many authors have concluded that if toxic- 
ity occurs after injection of an epinephrine- 
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containing local anesthetic solution, and it is de- 
termined that this reaction is not of psychic 
origin, the toxic effect is more likely due to the 
anesthetic agent used than to the effect of epine- 
phrine. 

Because of the physiologic effects of epi- 
nephrine, however, care must be observed in 
dental practice to increase the dilution when 
used for local anesthesia in children, the aged, 
cardiac patients or those with arteriosclerosis, 
hypertension, aneurysm or glandular, especially 
thyroid, disturbances. 

Although there appears to be no fundamental 
contraindication to the use of low concentrations 
of epinephrine in local anesthetic solutions for 
dental or oral surgical interventions in patients 
with cardiac disease, consultation with the pa- 
tient’s physician is recommended prior to treat- 
ment. 


L’Ecole Odontologique, Paris 5, France 


The value of having a vasoconstrictor 
in local anesthetic solutions 


William Rakower. Newsmonthly Am.D.Soc. 
Anesth. 4:15 Nov. 1957 


Injection of a local anesthetic affects the entire 
body. If the blood stream level of the drug is 
raised sufficiently, signs of toxic overdose become 
apparent. What started as a therapeutic dose may 
then become a toxic dose. To keep the blood level 
of local anesthetic solutions at a minimum, the 
dentist should use an aspirating syringe to pre- 
vent inadvertent intravascular injection, and 
should use a vasoconstrictor in the solution. 

Most local anesthetics, when used without a 
vasoconstrictor, are inefficient. As a result, the 
procedure for which the anesthetic was admin- 
istered is attended by pain, which in turn pro- 
duces more systemic complications than would 
occur had a vasoconstrictor been in the solution. 

Inclusion of a vasoconstrictor slows absorption 
of the drug and prolongs the action of the local 
anesthetic. Smaller volumes of the drug can be 
used, and the efficiency of the anesthetic solution 
is enhanced. 

The New York Heart Association has stated 
that the combination of epinephrine with procaine 
as usually used in dentistry, presents no special 
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hazards to the person with heart disease. Epi- 
nephrine should be used in low concentrations. 
Rarely is it necessary to exceed concentrations 
of 1:100,000. 

Albert Einstein College of Medicine, New 
York, N.Y. 


The use of chlorpromazine 
in general anesthesia for office procedures 


Stanford Stark. J.Oral Surg. 16:30-35 Jan. 1958 


Of the many drugs used for premedication before 
general anesthesia, one of the newer ones is 
chlorpromazine, introduced for use in anesthesia 
by Laborit of France in 1951. Chlorpromazine is 
a synthetic compound derived from phenothia- 
zine, and is compatible both with thiopental 
sodium and succinylcholine chloride. 
In the present study, four different groups of 
patients were given a general anesthetic. 
Eighty-two patients in Series 1 ranged in age 
from 14 to 52 years. They were premedicated 
with secobarbital sodium, 1.5 grains, orally, and 
chlorpromazine, 25 mg., orally, one half to one 
hour before induction of-anesthesia. The anes- 
thetic used was nitrous oxide-oxygen and trichloro- 
ethylene. The duration of anesthesia ranged from 
5 to 60 minutes, the average being 7.5 minutes. 
Usually, the anesthesia lasted between five and 
ten minutes. In this group of patients, 14.4 per 
cent developed postanesthetic vomiting or nausea. 
The 128 patients in Series 2 ranged in age from 
15 to 67 years. They all received the same pre- 
medication as those in Series 1. The anesthetic 
consisted of thiopental sodium (2.5 per cent solu- 
tion) which was maintained with nitrous oxide- 
oxygen and trichloroethylene. These patients 
were given atropine, 1/150 grain, intravenously, 
immediately before induction with the thiopental 
sodium. The duration of anesthesia ranged from 
5 to 60 minutes, with an average of 15 minutes. 
In 5.4 per cent postanesthetic vomiting occurred. 
The 166 patients in Series 3 ranged in age 
from 14 to 64 years. They received 0.75 grain 
secobarbital sodium orally and chlorpromazine, 
50 mg., one half to one hour before the anesthetic 


was administered. The anesthetic was the same 
as that used in Series 2. Anesthesia lasted for 
from 3 to 90 minutes, the average being 17.7 
minutes. Postanesthetic nausea and vomiting (all 
moderate) occurred in 4.1 per cent. An average 
of 15 ce. of the 2.5 per cent solution of thiopental 
sodium was used for induction. Recovery time 
was prolonged in 15 patients (8.8 per cent). 

The 98 patients in Series 4, who ranged in age 
from 15 to 63, all received 1.5 grains of secobar- 
bital sodium orally, and no chlorpromazine, one 
half to one hour before induction of anesthesia. 
The anesthetic was the same as that used in 
Series 2 and Series 3. Anesthesia lasted for from 
3 to 57 minutes, the average being 15.5 minutes. 
An average of 14.1 cc. of the 2.5 per cent solution 
of thiopental sodium was used for induction. 
Seven patients (6.8 per cent) experienced mod- 
erate postanesthetic nausea and vomiting. Re- 
covery time was prolonged in 11 patients (10.7 
per cent). 

When only 25 mg. of chlorpromazine was used, 
the side effects such as indifference to environ- 
ment, drowsiness, the need for less of the anes- 
thetic, prolonged recovery time, and the absence 
of coughing during induction were not seen. 
When 50 mg. of the drug was used, many of the 
patients were indifferent to their surroundings, 
the induction was smoother and without cough- 
ing, and on recovery, they appeared to be in a 
happier frame of mind. The percentage of pa- 
tients in whom recovery time was prolonged was 
only slightly less when chlorpromazine was used. 
The only untoward side effect noted with chlor- 
promazine was that a few patients who were un- 
der the anesthetic for a longer time appeared to 
have a pale, warm and dry skin on recovery. 

Chlorpromazine seems to be beneficial when 
used as premedication prior to administration of 
a general anesthetic. When 50 mg. is used, the 
patient is in a better frame of mind which makes 
the administration of an anesthetic easier and 
safer. Perhaps doses larger than those reported 
would be better; however, it remains to be dem- 
onstrated that larger doses are safe and that they 
have a minimum of undesirable side effects. 


723 Phillips Avenue, Toledo, Ohio 
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Diagnosis and treatment of facial pain 


George W. Smith. J.A.M.A. 166:857-866 
Feb. 22, 1958 


The differential diagnosis of facial pain is difficult 
and confusing. The factors which contribute to 
this include: (1) the multiplicity of the cranial 
and cervical nerve sensory pathways; (2) the 
variability and overlap of the sensory derma- 
tomes; (3) the extensive cortical representation, 
and (4) the low threshold for pain about the 
face. 

Facial pain is perhaps the most agonizing of all 
afflictions experienced by mankind. The head has 
the highest degree of innervation, which allows 
for the most discrete and acute awareness of any 
sensory stimulation. 

Several clinical syndromes are responsible for 
facial pain, including the following: (1) organic 
etiologic factors such as dental and paranasal in- 
flammations, neoplasia of the cerebellopontine 
angle or middle fossa, nasopharyngeal neoplasms 
with extension and aneurysms; (2) tic doulou- 
reux; (3) postherpes zoster neuralgia; (4) genic- 
ulate neuralgia; (5) glossopharyngeal neuralgia, 
and (6) atypical facial neuralgia. 

The therapeutic considerations include: (1) 
eradication of organic causes; (2) relief by medi- 
cal agents; (3) procaine hydrochloride and al- 
cohol block of the sensory nerves, and (4) surgi- 
cal section of sensory pathways. 

Recently, stilbamidine isethionate has been 
used in the medical treatment of tic douloureux. 
The drug gives relief by producing a delayed 
neuropathy. The treatment has the disadvantage 
of producing bilateral facial paresthesias which 
are self-limited, are in the form of a mild hyp- 
esthesia, and are associated with formication 
and itching. The incidence of disturbing pares- 
thesias is about 20 per cent. With this therapy, 
the patient may not obtain immediate relief; in- 
stead, the relief may occur anywhere between 
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the first and the fourteenth week. Seven or eight 
booster injections of the drug every two years 
must be given. The treatment, however, has 
much to recommend it. It is simple and can be 
carried out on an outpatient basis; it is painless 
to the patient; the corneal reflex is not altered, 
and the motor branch of the fifth nerve is never 
involved or altered. Patients have been treated 
with the oral form of stilbamidine isethionate 
with good results and without the production of 


_ paresthesias. A series on the oral form of the 


medication is now being reviewed by Joseph M. 
Miller and the author, and a critical analysis of 
the therapeutic result is in preparation. 

Medical College of Georgia, Augusta, Ga. 


Oral manifestation of Hodgkin's disease 


Martin I. Ames. Oral Surg.,Oral Med.tOral Path. 
11:155-157 Feb. 1958 


The incidence of Hodgkin’s disease is highest 
between the ages of 15 and 35; it occurs chiefly in 
men, by a ratio of two to one. In the literature 
there is no mention of this disease being mani- 
fested in the oral cavity. 

A 34 year old white man previously had been 
treated for Hodgkin’s disease with roentgeno- 
therapy to the deep cervical nodes on the right 
side. When seen at the dental clinic, the patient 
stated that about 18 months previously he had 
had a lower right third molar extracted without 
satisfactory healing and that the region was now 
slightly swollen and painful. Food and debris 
were trapped in a pocket distal to the second 
molar. The region was irrigated and the patient 
dismissed with instructions to rinse his mouth fre- 
quently and to return in two weeks. On his return, 
the lower right retromolar mucosa showed inflam- 
matory changes; the tissue appeared traumatized. 
A biopsy of the region was performed; the path- 
ologist reported Hodgkin’s sarcoma. 

The patient was referred for roentgenotherapy, 
and received 3,000 r to the involved site. The 
lesion decreased in size; on follow-up visits there 
was evidence of satisfactory healing. 

Four months later the same region again ap- 
peared inflamed. The patient complained of mild 
pain when he ate hot and cold food. The infection 
appeared to be caused by the frequent lodging of 
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food distal to the second molar. The patient was 
treated with antibiotics and warm saline irriga- 
tions. 

A slight degree of bone necrosis was noted in 
the region of the lower right third molar, which 
sequestrated. The distal root surface of the lower 
right second molar became deeply carious, and 
the alveolar bone distal to the tooth showed dis- 
solution. Because the mandible had received 
3,000 r, the involved tooth could not be extracted 
with the risk of precipitating an osteoradionecro- 
sis. The coronal portion of the molar was cut off 
and the root canals filled with silver points. Eight 
months later he was asymptomatic. 

Veterans Administration Hospital, Bronx, N.Y. 


The enanthem of glandular fever 


F. I. Caird and P. R. Holt. Brit.M.J. 
No. 5062:85-87 Jan. 11, 1958 


Many major reviews of glandular fever do not 
mention the occurrence of an eruption on the 
mucous surface of the palate. 

At least 200 patients with acute febrile ill- 
nesses, with lymphadenopathy or jaundice, in 
whom glandular fever was a diagnostic possi- 
bility, were seen in five military hospitals between 
September 1955 and May 1957. Of 51 who had 
palatal lesions, 45 had at least one blood film ex- 
amined and one Paul-Bunnell test performed. The 
Paul-Bunnell reaction was not considered positive 
unless a titer of 1 in 180 or more was found after 
absorption with guinea pig kidney and no sig- 
nificant titer after absorption with ox cells. Hetero- 
phil antibodies of this titer and pattern generally 
are regarded as occurring only in glandular fever. 

All of the 28 patients with proved glandular 
fever had some palatal petechiae; 14 had more 
than five. 

Five types of lesions were seen: 

1. Petechiae, 1 to 2 mm. across, are irregular 
in outline and purple. They may number from 1 
to 50 or so. They were usually seen at the junc- 
tion of the soft and the hard palate, but may oc- 
cur anywhere on the palate. 

2. Red macules, 3 to 4 mm. across, are roughly 
circular. They occur anywhere on the palate and 
number up to three. They were seen from the 
first to the fourteenth day of illness. 


3. Linear macules are pinkish macular lesions 
1 mm. across and 6 to 8 mm. long on the soft 
palate, sometimes arranged in a radial fashion; 
they were seen in three patients from the seventh 
to the eighteenth day of illness. 

4. White macules were seen in two patients. 

5. Vesicular lesions with erythematous borders 
were seen in three patients. 

The results confirm the findings of Berberich 
and Thomas (1949) and subsequent authors con- 
cerning the positive value of multiple palatal 
petechiae in the clinical diagnosis of glandular 
fever. If fewer than five petechiae are present, 
there is still a strong suspicion of the disease. The 
petechiae may occur from the second to as late 
as the 26th day of the illness. Their duration is 
related to the duration of fever. 

General Hospital, Birmingham, England 


Excessive secretion of saliva at night 
Deut.med.Wschr. 82:1953 Nov. 8, 1957 


Q.—The patient, a 43 year old, healthy woman, 
complains of excessive secretion of saliva occur- 
ring mainly at night. All tooth defects are ade- 
quately repaired and no pathologic alterations of 
oral tissue are observable. What type of treatment 
can be recommended? 

A.—Diagnostically, this condition could be 
either sialorrhea (increased salivation) or ptya- 
lism (excessive secretion from the salivary glands 
to an extent that the saliva flows constantly from 
the mouth). In the instance described, ptyalism 
seems the correct diagnosis. Ptyalism frequently 
is associated with diseases of the salivary glands, 
inflammatory or tumorous changes in the oral 
cavity, or acute or chronic poisoning with arsenic, 
bismuth, mercury or other chemicals. Ptyalism 
also occurs occasionally in instances of parkin- 
sonism, facial paralysis, tabes, trigeminal neural- 
gia and alcoholic neuritis. It is seen in persons 
addicted to morphine or its derivatives and in 
heavy smokers. Sometimes, ptyalism is a symptom 
of carcinoma of the pancreas. It is possible that 
in this patient, ptyalism was caused by a duo- 
denal or ventricular ulcer. Excessive secretion 
from the salivary glands occurs when the stomach 
is empty, therefore, mainly at night. Treatment 
depends on the causative factor. Generally, medi- 


cation with atropine, atropine methylnitrate 

(Eumydrin) or methantheline bromide (Ban- 

thine) will produce speedy improvement. High 

dosage roentgen irradiation of the salivary glands 

can be recommended only in severe instances. 
Herdweg 63, Stuttgart, Germany 


Cancer of the buccal mucosa and gingiva 


Cancer Bul. 9:89-90 Sept.-Oct. 1957 


The incidence of gingival and buccal cancer ap- 
parently varies in different regions. The reported 
incidence of gingival cancer varied from 3.6 per 
cent of oral cancer in Connecticut over an eight- 
year period, to 14.2 per cent at the University of 
Texas M.D. Anderson Hospital and Tumor In- 
stitute over a period of 12 years. 

Both types of cancer frequently are associated 
with leukoplakia. Gingival cancer occurs more 
often on the lower gum than on the upper gum, 
and is classified as three distinct types: exophytic, 
ulcerative and verrucous. The most frequent site 
of gingival cancer is the molar region, and the 
anterior part of the gingiva is affected only rarely. 
In many instances, cancer of the lower gingiva 
will be noticed by the patient because it bleeds 
on mastication, or because it interferes with or is 
irritated by a denture. In many such instances, 
the dentist is consulted first. If he does not recog- 
nize the possibility of cancer, he may extract a 
tooth or incise the region for relief of a possible 
subperiosteal abscess. Such a surgical interven- 
tion may result in extensive invasion of bone be- 
fore the correct diagnosis is established. 

In the maxillary gingiva the typical cancer 
appears as a papillary growth with deep crevices 
and a cornified surface, and a differential diag- 
nosis usually is not difficult. 

The majority of buccal tumors are squamous 
cell carcinomas; they, also, appear as three dis- 
tinct types. The exophytic growths commonly are 
soft, whitish lesions, of obvious leukoplakic origin, 
that are thick but not necessarily extensive. These 
growths may become so bulky that they interfere 
with mastication. The ulcerative lesions are less 
frequent, and may be deeply invasive and widely 
infiltrative. They are subject to secondary infec- 
tion and sometimes are extremely painful. The 
verrucous lesions are warty, nodular growths that 
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show little induration and cause minimal disabil- 
ity; pain is uncommon in the verrucous type, even 
in advanced stages of growth. The verrucous le- 
sion may be misdiagnosed as benign since it does 
not ulcerate or become infected. It metastasizes 
less frequently than the two other types. 

Before any definitive treatment of lesions of the 
buccal mucosa and gingiva is undertaken, a 
biopsy should be made. 

In small gingival lesions, roentgenotherapy 
may be possible, but in most instances invasion is 
widespread so that wide resection is necessary. In 
cancer of the lower gingiva there is ordinarily 
some degree of bone invasion which necessitates 
radical neck dissection and partial jaw resection. 
In upper gingival lesions, complete resection im- 
plies excision of the primary lesion and the in- 
volved portions of the hard palate and maxilla, 
with a radical neck dissection if there is evidence 
of metastasis to lymph nodes. 

In cancer of the buccal mucosa, good results 
have been obtained with interstitial curietherapy, 
often in combination with external or peroral 
roentgenotherapy. In some instances curietherapy 
is used before surgical excision. 

With the exception of tongue cancer, the prog- 
nosis in gingival cancer is the most unfavorable 
of all head and neck cancers. Generally, the prog- 
nosis of buccal cancer is much better. 

Medical Arts Publishing Foundation, Univer- 
sity of Texas, Houston, Tex. 


Rare tumors of the jaws 


William Grossmann. Fortschr.Kief.Ges.Chir. 
3:269-271, 1957 
[in English] 


At the dental department of the University Col- 
lege Hospital in London, England, five patients 
with extremely rare tumors of the jaws were ob- 
served and treated. 

Case 1. An 18 year old girl had a pure myxoma 
of the lower jaw which extended from the region 
of the left cuspid to the third molar. The neo- 
plastic growth, which was excised immediately, 
had a jelly-like, greyish and lobulated appear- 
ance. Histologic examination revealed that the 
regions between the tumor cells were devoid of 
collagen and presented a homogeneous struc- 
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ture, thereby verifying the diagnosis of pure 
myxoma of an osteogenic nature. Although 
myxomas can be considered benign tumors, they 
frequently show a tendency to recur, and com- 
plete removal is indicated. 

Case 2. A 44 year old man had a localized ostei- 
tis fibrosa cystica of the lower jaw. It affected the 
region between the left bicuspid and the angle of 
the jaw. This deformity of osseous tissue accom- 
panied with formation of fibrous nodules on the 
affected bone occurred a few months after ex- 
traction of the lower left third molar. Roentgeno- 
graphic examination of the skeleton revealed no 
other pathologic changes. Clinical examination 


showed an increase in serum calcium (17 mg. per’ 


100 cc.). A parathyroid tumor was localized and 
surgically removed. 

Case 3. A 50 year old woman had a localized 
neurofibroma of the lower jaw. The tumor, ex- 
tending from the left lower first molar across the 
midline to the right second bicuspid, consisted of 
a large soft mass. Roentgenographic examination 
revealed a deep depression in the bone which re- 
sembled a cyst. Histologic examination showed 
sarcomatous changes of tissue composed of 
closely packed cells embedded in a fibrillar sub- 
stance and the presence of stratified squamous 
epithelial layers, thereby verifying the diagnosis: 
solitary neurofibroma. The tumor was completely 
excised and roentgenotherapy was given post- 
operatively. 

Case 4. A 42 year old man had a solitary plas- 
mocytoma of the lower jaw. The right lower third 
molar was movable by touch or tongue move- 
ment. The molar was extracted by the patient’s 
dentist who observed a soft tumor mass attached 
to the distal aspect of the roots. Roentgenographic 
examination of the entire lower jaw showed a 
small, well-defined region of bone destruction ad- 
jacent to the empty alveolus. Histologic examina- 
tion revealed that one of the two main cell types 
resembled plasma cells with their characteristic 
eccentric nuclei. The nuclei were hyperchromatic 
and showed mitotic alterations. Treatment con- 
sisted of irradiation to lessen the pain, and finally 
of radical surgical removal of the tumor. 

Case 5. A 10 year old boy showed all the char- 
acteristic symptoms of cherubism (familial poly- 
ostotic fibrous dysplasia of the jaws). The child 
had appeared normal at birth, but the condition 


was detected roentgenographically during in- 
fancy. Both jaws were extremely enlarged and 
the zygomatic arches were prominent. The al- 
veolar ridges were abnormally wide. The sub- 
maxillary glands and the lymph nodes were 
swollen. The eyeballs were turned slightly up- 
ward exhibiting the lower part of the white of 
the sclera. The teeth were irregularly placed and 
malformed. Several teeth did not erupt. Roent- 
genographic examination showed multiple cir- 
cular radiolucent areas. There were no abnormal 
changes in the skeletal structure. Conservative 
surgery was performed but no attempt was made 
to remove all abnormal tissues. The healing proc- 
ess was slow but uneventful. 


79 Harley Street, London W 1, England 


Lichen sclerosus et atrophicus of the mouth 


Harold G. Ravits and Ashton L. Welsh. 
A.M.A.Arch.Dermat. 76:56-58 July 1957 


The primary lesion of lichen sclerosus et atroph- 
icus seen on the mucous membrane is similar to 
that seen on the skin; namely, a small, white, 
flat-topped papule. The papules may remain dis- 
crete or coalesce to form well-defined plaques. 
The papules are slightly raised, and a superficial 
infiltration may be palpable. In the course of 
involution the white surface becomes atrophic 
and somewhat wrinkled. Lesions commonly are 
limited to the vulva and perianal areas, and have 
been recorded on the penis also. 

The histologic changes in fully developed 
lesions are characteristic. The most striking fea- 
ture is the band of homogenization directly under 
the epidermis. Beneath this zone there is a 
lymphocytic bandlike infiltration. This feature is 
not present in all instances, and in early lesions 
the infiltrate may be situated only about dilated 
blood vessels. The epidermal changes are a dif- 
fuse hyperkeratosis and the keratotic plugging of 
follicles and sweat duct openings. 

Of three cases reported, one is believed to be 
the first report of lichen sclerosus et atrophicus 
with only mouth lesions. The patient, a 24 year 
old white man, said that the lesions in his mouth 
had been present for four months. Examination 
revealed a grayish-white atrophic plaque on the 
upper right buccal mucosa, extending from the 


mucocutaneous junction at the right angle of the 
mouth to the anterior pillars and gingival margin. 
There were a few small, white atrophic areas on 
the hard palate. Biopsy of the buccal mucosa 
showed the characteristic lichen sclerosus et 
atrophicus changes of subepidermal homogeniza- 
tion with bandlike lymphocytic infiltration be- 
neath. Vitamin A tablets held in the buccal vesti- 
bule of the mouth elicited no response. 

Lesions of lichen sclerosus et atrophicus of the 


mucous membrane of the mouth probably are _ 


not so rare as was formerly thought. Perhaps in 
some patients the early lesions of the disease ap- 
pear on the oral mucous membrane. 

Medical School, University of Minnesota, 
Minneapolis, Minn. 


Minor derangement 
of the temporomandibular joint 


Norman A. Sprott. Brit.M.J. No. 5057:1371 
Dec. 7, 1957 


Not infrequently a patient complains of pain and 
stiffness in one temporomandibular joint for 
which no particular reason can be found. The 
trouble usually comes on suddenly and usually 
subsides within a few days. 

The author recently had a similar attack him- 
self, and his experience led him to consider an- 
other possible explanation. 

“One morning at breakfast I found I could not 
quite close my jaw and it hurt on the left side if 
I attempted to do so. Other movements at that 
time were painless and the head of the mandible 
seemed to be properly in its socket. Subjectively 
it felt as if the meniscus was slightly swollen 
and became squeezed when I tried to clench my 
teeth. Active and passive manipulations made no 
difference, as they might have done if a synovial 
fringe had been caught between the articular 
surfaces. . . . 

“When I went to bed that night there was an 
unexpected rather severe pain in the left tem- 
poromandibular joint as I put the right side of 
my face on the pillow. I had not realized until 
that moment how far one’s jaw can be displaced 
sideways when one rests one’s face on the edge 
of a pillow, and it was this movement that now 


caused the pain which disappeared when I 
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quickly raised my head again. I often go to sleep 
lying on my front with my head turned sharply 
to the left, but I noticed that in this position the 
pressure on the side of the jaw is much greater 
than if one lies on one’s side. It occurred to me 
that by lying asleep for several hours, with the 
head of the mandible pushed laterally to its full 
extent, some slight trauma might take place, re- 
sulting possibly in some swelling of the meniscus. 
In other words it might be that the head of the 
mandible does not like being sideways too far 
for too long. It was not the side on which I lay 
that became painful, the side where the head of 
the bone was pushed medially, but the side that 
was uppermost, where there was lateral displace- 
ment—a kind of contrecoup. And so I turned over 
and went to sleep on my back. Next morning I 
was 80 per cent recovered, and 100 per cent on 
the following day. Perhaps, when faced with a 
case of this kind, in addition to considering other 
possible forms of trauma, one should inquire into 
the position assumed by the patient during sleep.” 
Jersey, England 


Prevention and treatment 
of postoperative thromboembolism 


H. Wimhofer. Medizinische 24: 900-903 
June 15, 1957 


Of 1,506 patients who underwent oral surgery at 
the Dental School of the University of Heidel- 
berg, 225 were suspected of having a tendency 
toward postoperative thromboembolism on the 
basis of various symptomatologic criteria. In these 
patients, postoperative thromboembolism oc- 
curred in 7.1 per cent and infarctions in 4.9 per 
cent. 

Of 1,281 patients in whom no postoperative 
thromboembolism was suspected prior to surgery, 
1.5 per cent had thrombosis and 0.62 per cent in- 
farctions. 

In view of recent knowledge of the physiology 
of blood coagulation, Herter’s recalcification test, 
aided by the use of a specially constructed elas- 
tometer, is more satisfactory than Quick’s test for 
the evaluation of hypoprothrombinic symptoms. 

Of 2,176 patients who were subjected to Her- 
ter’s test, 1,048 showed no signs of coagulative 
defects. Postoperative thromboembolism occurred 
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in only one patient and a mild infarction in two. 
Shortened coagulation time was established in 
768 patients, and they were given the customary 
preventive treatment. Postoperatively, two pa- 
tients had mild thrombosis, 17 mild infarction and 
two severe infarction. No fatal thromboembolism 
occurred. 

Early recognition of the tendency toward 
thromboembolism and early institution of preven- 
tive treatment decreased the occurrence of post- 
operative thromboembolism or of severe infarc- 
tion. 

Between 1933 and 1950, thromboembolism oc- 
curred in 1.21 per cent of the patients after oral 
surgery, and severe or fatal infarction in 0.17 per 
cent. 

Between 1951 and 1954, after anticoagulant 
treatment was introduced, the incidence of post- 
operative thromboembolism was reduced to 0.32 
per cent. No severe or fatal infarction occurred. 

Patients suspected of being susceptible to post- 
operative thromboembolism were treated with 3- 
(1-phenylpropyl) -4-hydroxycoumarin. 

In 1955, by evaluation of the symtomatologic 
criteria of thromboembolism prior to oral surgery, 
the incidence of postoperative thromboembolism 
and infarction was reduced to 0.023 per cent. 

Hospitalstrasse 1, Heidelberg, Germany 


Symptomatology, 
a pathfinder for dental diagnosis 


M. B. de Maupassant. Rev.frang.odontostomat. 
4:217-222 Feb. 1957 


Knowledge of symptomatology (semiology), the 
science of pathologic symptoms and syndromes, 
enables the dentist to sharpen his natural or ac- 
quired “clinical scent,” thereby making it possible 
to diagnose unusual or complicated aspects of 
diseases which are not observable in clinical ex- 
aminations. 

The three cases reported illustrate this fact. 

Case 1. The patient, a 40 year old man, com- 
plained that for two days he had suffered a radiat- 
ing, unbearable pain below the left lower second 
molar, Examination seemed to indicate the pres- 
ence of an acute pulpitis. The molar showed a 
small carious lesion. Slight palpation of the region 


of the buccal root increased the pain. There was 
no reddening, swelling or pocket formation vis- 
ible, and no abnormal reaction in tooth structure 
was observable. The dentist’s symptomatologic 
knowledge, however, led to the suspicion that 
filariasis was present, a disease which occurs 
mainly in the Far East. After antihistamine medi- 
cation combined with citraconic acid doses, the 
oral symptoms decreased. The patient was re- 
ferred to a medical specialist because the pain 
had moved from the mouth to the shoulders and 
later to the extremities. Chronic edema appeared 
in these regions, involving the cutaneous and sub- 
cutaneous tissues. The dentist’s diagnosis was 
verified. Removal or devitalization of the pulp, 
indicated in acute pulpitis, would have been 
useless. 

Case 2. During periodic dental examination, 
the patient, a 30 year old man, complained in- 
cidentally of extreme pain in the region of the 
mastoid process of the temporal bone. The patient 
was referred to a physician who, on clinical and 
roentgenographic examinations, found no evi- 
dence of mastoidal involvement or an explanation 
for mastoidalgia. Without the presence of typical 
clinical features, the dentist’s symptomatologic 
knowledge led to the diagnosis: acute pulpitis in- 
volving the first upper right bicuspid. Routine 
treatment directed toward preservation of the 
tooth by removal of the pulp was successful. The 
pain in the temporal region disappeared and 
never recurred. 

Case 3. During periodic dental examination, 
the patient, a 35 year old woman, mentioned that 
she suffered from “coming and going” pain in her 
left ear. She was referred to an otorhinolaryngolo- 
gist who suggested that only an impacted third 
molar could cause these earaches. Aided by his 
clinical scent, the dentist suspected the presence 
of a “hidden” pulpitis in the region of the upper 
second molar. Roentgenographic examination 
showed that there was no impacted third molar. 
Under regional anesthesia, pulpectomy was per- 
formed. The healing process was uneventful. The 
earache disappeared and did not recur. 

Symptomatologic knowledge and the develop- 
ment of a clinical scent are valuable aids in com- 
plicated dental diagnosis. 

27, Rue de TlEcole-de-Médecine, Paris 6, 
France 
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The “tranquilizers” 


M. H. Seevers. Univ.Michigan M.Bull. 
23:338-340 Sept. 1957 


“Tranquilization” is a psychologic rather than a 
pharmacologic term. Perfect peace and calmness 
of mind can be produced by a variety of drugs 
which act either as depressants or stimulants of 
the central nervous system. 

Because of the nonspecific interpretation of the 
term tranquilization, even drugs which exert only 
a purely peripheral effect by relieving anxiety 
have been referred to as “tranquilizers.” 

A confusion in prescription writing and medi- 
cation is caused by adding more and more drugs 
to the growing list of ataractics. 

The dental and medical professions as well as 
the pharmacologic industry should abandon the 
use of the term tranquilizers. As an alternative, a 
classification of these drugs on the basis of their 
predominant pharmacologic action is proposed. 
Such a classification would help the busy prac- 
titioner to make the best choice of an agent for a 
specific purpose, even though the final effect 
could be called tranquilization. 

The following classified list of depressant drugs 
is suggested. Drugs which are marked with an 
asterisk have been promoted as tranquilizers. 

I. Nonselective depressants. 

A. General anesthetics 
1. Volatile liquids and gases 
2. Nonvolatile drugs: Tribromoethanol, 
ultra-short acting barbiturates such as 
hexobarbital sodium (Evipal), thiopental 
sodium (Pentothal), thiamylal sodium 
(Surital) and steroids (Viadril) 

B. Hypnotics and sedatives 
1, Barbiturates such as phenobarbital and 
others 
2. Bromides 
3. Alcohols such as ethanol, chloral hy- 
drate, *petrichloral (Periclor), chlorobu- 
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tanol, *ethchlorvynol (Placidyl), *meth- 
ylparafynol (Dormison ) 
II. Selective depressants 
A. Narcotic analgesics such as opiates (mor- 
phine, codeine and others) , synthetics such as 
meperidine (Demerol), mathedons (Dolo- 
phine) and others 
B. Antipyretic analgesics as acetylsali- 
cylic acid, acetophenetidin, salicylamide, 
phenylbutazone (Butazolidine) 
C. Antitussives such as carbetapentane cit- 
rate (Toclase), dextromethorphan (Romilar) 


D. Anticonvulsants such as diphenylhydan- 
toin (Dilantin), phenacemide (Phenurone), 
phensuximide (Milontin), primidone (My- 
soline), and trimethadione (Tridinone) 

E. Antihistamines with sedative effects 
Antimotion: cyclizine (Marezine), mecli- 

zine (Bonamine) 

Sedative: *hydroxyzine (Atarax), diphen- 
hydramine (Benadryl), methapyriline (His- 
tadyl and Dormin), promethazine (Phener- 
gan) 

F. Central muscle relaxants for interneuron 

blockade 

Nonsedative: mephenesin (Tolserol), 
mephenesin ‘carbamate (Tolseram), resyl 
(Glyketal) , and zoxazolamine (Flexin) 

Sedative: *“meprobamate (Miltown and 
Equanil), *phenaglycadol (Ultran) 

G. Central sympathetic suppressants such as 

antihypertensives and antiemetics 

1. Phenothiazines such as *chlorproma- 

zine (Thorazine), *promazine (Sparine), 

*mepazine (Pacatal), *procloperazine 

(Compazine), perphenazine (Trilifon) 

2. *Reserpine and related alkaloids such 

as reserpine, *deserpidine, *alseroxylon, 

and *rescinnamine (Moderil ) 

H. Central parasympathetic suppressants 

(antitremor and anticholinergic) such as 
1. Scopolamine and related alkaloids 
2. *Benzactyzine (Suavitil) 

3. Trihexiphenidy] (Artane) 

I. Psychosomimetic agents (hallucinogens) 
such as lysergic acid derivatives, mesca- 
line and congeners, cannabis and similar 
compounds. 

1525 University Hospital, Ann Arbor, Mich. 
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Benign mucous-membrane pemphigus 


Philip L. McCarthy and Gerald Shklar. 
New England J.Med. 258:726-731 April 10, 1958 


Benign mucous-membrane pemphigus is a rare 
disease but more common than reported. It tends 
to run a chronic course without affecting the gen- 
eral health of the patient. Fatalities are rare. The 
mucous membranes, particularly the oral mucosa 
and the conjunctivas, generally are involved. The 
lesions tend to produce scarring, although this 
is not a common complication of oral vesicula- 
tions. The mucous membranes always are af- 
fected, and the skin is involved in about 50 per 
cent of the instances. The scarring always occurs 
as a complication of conjunctival lesions, and loss 
of sight often results. The disease runs a pro- 
tracted, chronic course, but may become rela- 
tively inactive. 

The features of 15 cases seen by the authors 
are evaluated. Six patients were men and nine 
were women. None was Jewish (pemphigus vul- 
garis appears to involve a relatively high per- 
centage of Jews.) The age at onset ranged from 
23 to 75 years. The duration of lesions ranged 
from two months to 30 years. Oral lesions were 
present in all patients, and these lesions caused 
the patients to present themselves for diagnosis 
and therapy. 

Skin lesions were observed in 20 per cent of 
the patients. When present, the lesions usually 
were about the face and scalp. They consisted 
of vesicles and bullae, often appearing in an 
erythematous area. Early rupture, erosion, crust 
formation and eventual healing are stages in the 
usual course, with and without visible scarring. 

The conjunctivas were involved frequently. 
The most serious complication of benign pem- 
phigus of the mucous membranes is epithelization 
of the cornea, with considerable loss of vision. 
Early institution of therapy, both systemic and 
local, may prevent serious eye complications. 

Several features help to distinguish the oral 
lesions in this disease from other vesiculobullous 
eruptions. The lesions develop slowly, with only 
one or two areas of involvement early in the 
disease. (In pemphigus vulgaris and erythema 
multiforme, widespread involvement may occur 
in 24 to 48 hours.) The oral lesions in benign 


pemphigus of the mucous membranes tend to be 
clear-cut rather than diffuse as in pemphigus 
vulgaris. The oral lesions start as vesicles or 
bullae with a marginal zone of erythema. A dif- 
fuse reddening of the mucosa may occur before 
the vesicles appear; the vesicles vary in size from 
2 to 6 mm., and usually are white. Fresh, unrup- 
tured vesicles and bullae rarely are observed. 
A recently collapsed vesicle presents a character- 
istic lesion, with the thick, white epithelium 
partially denuded resting on a bright, erythem- 
atous, eroded base. The vesicles rupture and re- 
sult in areas of denudation of the oral mucous 
membrane, which heal slowly and scar in rare 
instances. If the patient has some natural teeth, 
the gingivae are the most common site of involve- 
ment. The tissue is reddened and in areas a 
whitish slough may be noted. This painful des- 
quamating gingivitis often helps one make a diag- 
nosis. In edentulous patients, the vesicles may 
form beneath dentures and in relation to the 
borders of dentures. These clinical features are 
not sufficiently characteristic for accurate diag- 
nosis, but are an aid, together with the history, 
biopsy and the evaluation of other mucosal 
lesions. 

Steroid therapy has proved efficacious. The 
amount of drug necessary to control the symptoms 
varies. The authors have relied entirely on the 
corticosteroids, and recently have used predni- 
solone. It is difficult to suppress all manifestations 
of the disease. A low maintenance dose is pre- 
ferred, even in the face of low-grade activity 
except when eve lesions continue to advance. A 
few patients are relatively free of all symptoms 
on from 2.5 to 5.0 mg. of prednisolone daily; in 
others the condition is poorly controlled on 25 to 
30 mg. of the same drug. 

Locally, various hydrocortisone medications 
have been used, with varying degrees of success. 
Frequent applications on relatively dry fields 
have been the most impressive. 

Pain usually is a constant symptom. Many local 
anesthetic agents are available, and these may be 
used ideally before meals. Dyclonine hydro- 
chloride has been the drug of choice. The patient 
should be encouraged to maintain adequate nu- 
trition. Supplementary vitamins may be indicated. 
Some patients find it difficult to wear artificial 
dentures. 


i 


The absence of acantholysis in this condition 
indicates the term “pemphigus” should be dis- 
continued and the condition termed benign 
mucous-membrane pemphigoid (Lever, 1953). 

Tufts University School of Dental Medicine, 
Boston, Mass. 


The aerosol application of antibiotics 
in stomatology 


W. I. Kulizhenko. Stomat.,Moscow 35:5:3-4 
Sept.-Oct. 1956 


Although finely atomized aqueous solutions have 
been used successfully in inhalation therapy of 
acute respiratory diseases, this method of applica- 
tion is little known in dentistry. In Russia anti- 
biotic aerosol treatments have been employed 
since 1952 for inflammatory diseases of the oral 
cavity. Of 1,598 patients so treated, 1,298 had 
nonspecific inflammation of the oral mucous 
membrane; 22 had periodontitis; 63, pericoroni- 
tis; 37, odontogenic osteomyelitis; 44, acute an- 
gina and pharyngitis; 22, inflammation of the 
nasal cavities, and 112, postoperative inflamma- 
tion of the alveolar processes. In 320 patients 
aerosol antibiotics were used as a preventive 
measure prior to oral surgery. 

An aqueous solution of 100,000 units of peni- 
cillin in 50 ml. distilled water was used, plus 1 to 
2 ml. Ekmolin solution to extend the action of 
the penicillin. In instances of aphthous stomatitis 
a combination of penicillin solution and strepto- 
mycin or Biomitsin is used. 

The most effective results were obtained by 
spraying the oral cavity with antibiotics under 
aerosol pressure, for from 10 to 15 minutes. As a 
rule, the inflammation was reduced after the first 
application. In the treatment of periodontosis the 
antibiotic spray was applied to the gingival pock- 
ets; a general improvement was achieved after 
from four to six applications. At intervals between 
application a rinse containing a topical anti- 
bacterial agent was administered. In combination 
with surgery, inhalation of aerosol antibiotics 
brought rapid healing in all patients. 

The aerosol antibiotic treatment does not ex- 
clude other methods of treatment except the use 
of astringents. 

Medghis, Petrovka 12, Moscow, U.S.S.R. 
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Use of meprobamate before operative 
procedures: a preliminary report 


William Lefkowitz. J.Ohio D.A. 32:27-30 
Winter 1958 


Of 423 patients over 18 years old receiving opera- 
tive treatment at the College of Dentistry of Ohio 
State University, 200 received meprobamate in 
the form of 400 mg. tables three times a day for 
one day prior to treatment. If the patient was 
treated in the forenoon, a fourth tablet was taken 
on the morning of treatment; if the appointment 
was in the afternoon, a fifth tablet was admin- 
istered before 1 p.m. The 200 patients in the ex- 
perimental group received 246 series of admin- 
istrations of meprobamate. The remaining 223 
patients received 293 series of administrations of 
a placebo. 

Junior and senior dental students, based on 
their previous clinical experience with each pa- 
tient, classified the patients into four categories 
of emotional response to operative procedures: 
excitable, apprehensive, normal and phlegmatic. 

Of 49 excitable patients, 32 received mepro- 
bamate; of these, 26 (81 per cent) were reclas- 
sified as apprehensive (28 per cent) or normal 
(47 per cent). Seventeen excitable patients re- 
ceived the placebo; of these, four (24 per cent) 
were reclassified as apprehensive (6 per cent) or 
normal (18 per cent). 

Of 175 apprehensive patients, 91 received 
meprobamate; of these, 52 (57 per cent) were re- 
classified as normal (53 per cent) or phlegmatic 
(4 per cent). Eighty-four apprehensive patients 
received the placebo; of these, 14 (17 per cent) 
were reclassified as normal (16 per cent) or 
phlegmatic (1 per cent). 

Drowsiness was reported in 55 (22 per cent) 
of the experimental group receiving meprobam- 
ate and in eight (11 per cent) of those receiving 
the placebo. Headache was reported in one pa- 
tient receiving meprobamate and in three patients 
receiving the placebo. Nausea was noted in two 
patients receiving meprobamate and in one pa- 
tient receiving the placebo. 

In view of the encouraging results obtained 
from this preliminary study, further evaluation of 
this therapeutic regimen seems desirable. 

College of Dentistry, Ohio State University, 
Columbus 10, Ohio 
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An improved zinc oxide and eugenol cement 


Marvin B. Weiss. Illinois D.J. 27:261-271 
April 1958 


A study was undertaken to review and to test 
various zinc oxide-eugenol preparations, to de- 
termine their physical properties, especially the 
setting time, hardness, and adhesiveness to 
dentin. The objective was to improve these 
qualities and thus provide a more effective tempo- 
rary filling and base material. The use of zinc 
oxide-eugenol preparations for periodontal packs, 
surgical packs and root canal sealers will be 
considered in a subsequent study. 

Phosphoric acid cements do not provide suit- 
able protective bases under permanent fillings 
because the free acid present during the set can 
injure the pulp, especially in deep cavities. In 
this respect, zinc oxide-eugenol cements are more 
desirable because they are bland and protect the 
pulp. Since zinc oxide-eugenol cements set slowly 
and are too soft, a variety of additives and ac- 
celerators have been used to improve the setting 
and hardness of this material. 

Gutta-percha is not suitable as a temporary 
filling material, primarily because it is soft and 
marginal leakage occurs. 

Phosphoric acid cements also are unsatisfac- 
tory. The mass sets quickly and is reasonably 
hard, but it fractures easily. Marginal leakage 
occurs, although to a lesser extent than with 
gutta-percha. 

Zinc oxide-eugenol cements gradually are re- 
placing gutta-percha and phosphoric acid ce- 
ments as temporary filling materials. Although 
zinc oxide-eugenol cements set slowly and are too 
soft to resist masticatory stresses, marginal seal 
is excellent, and these cements are bland and 
protect the pulp. 

The addition of a chemical accelerator (espe- 
cially of zine acetate) improves the physical 


properties of zinc oxide-eugenol cements. These 
cements then set rapidly, are reasonably hard, 
and show good marginal sealing. Adhesiveness 
to cavity walls is only fair, however. If the hard- 
ness and adhesiveness of zinc oxide-eugenol ce- 
ments could be improved, the material would 
make an almost ideal pulp-protecting base under 
permanent fillings, and an excellent temporary 
filling material. 

The addition of polystyrene, 1 per cent to 10 
per cent, dissolved in eugenol, substantially in- 
creases the hardness, adhesiveness and marginal 
sealing of zinc oxide-eugenol cements. Further 
improvements are still necessary. 

The accelerated polystyrene zinc oxide- 
eugenol cements handle well clinically when used 
as a temporary filling material or as a base under 
amalgam fillings. The clinical evaluation of 
materials tested in this study is continuing. 

College of Dentistry, University of Illinois, 
Chicago, Ill. 


Comparative evaluation of newer devices 
and techniques for the removal 
of tooth structure 


Jack L. Hartley. J.Pros.Den. 8:170-182 
Jan. 1958 


The clinical effectiveness of the newer instru- 
ments (high-speed, superspeed and ultrasonic) 
was compared with that of the conventional low- 
speed instruments in widespread use in civilian 
and military dentistry. Factors considered in this 
evaluation were cutting time, over-all time of 
operation, vibrations transmitted to the skull dur- 
ing cutting, and patient response and the deter- 
mination of an “annoyance factor” for each type 
of instrument. A coolant spray of water or water 
and air was used with all procedures. 

All operative procedures were accomplished 
by the same dentist. Data were recorded on all 
the usual types of cavity preparations. When- 
ever possible, all handpieces were used on the 
same patient. The following conclusions were 


reached: 


1. The removal of tooth structure by con- 
ventional low-speed rotary cutting at 4,500 to 
6,000 rpm was less effective than with the other 


methods studied, and was most annoying to the 
patient. Local anesthetics were required in all 
operative procedures. On the basis of intensity of 
vibrations transmitted to the skull during cutting 
and of patient response, an annoyance factor of 
10 was assigned to this method. 

2. High-speed cutting at 12,000 to 16,000 rpm 
was not as effective as with the superspeed de- 
vices but was more effective than with the ultra- 
sonic and conventional low-speed instruments. 
Vibrations during cutting with steel and carbide 
burs were of a high intensity, Cutting with dia- 
mond points produced vibrations of lower in- 
tensity and was less annoying to the patient. 
Anesthetics were required in 50 per cent of the 
preparations. An annoyance factor of 8 was as- 
signed this method. 

3. Cutting at 45,000 rpm with the hydraulic 
handpiece was very effective. All preparations 
were accomplished with diamond points which 
were less irritating than steel or carbide burs. The 
response of patients to cutting with this instru- 
ment was favorable. Anesthesia was not re- 
quested. The intensity of vibrations was greater 
than with the ultrasonic cutter, but was of a fre- 
quency which was not annoying to the patient. 
An annoyance factor of 4 was assigned this 
method. 

4. Removal of tooth structure by cutting at 
80,000 to 120,000 rpm was the most effective 
under the conditions of this experiment. The 
frequency of vibrations transmitted to the skull 
was annoying to the patient; the amplitude was 
equal to those vibrations produced by the ma- 
chine that cut at 45,000 rpm. An annoyance fac- 
tor of 5 was assigned this method. 


"5. Ultrasonic cutting time was equal to that 
of the conventional low-speed handpiece. The 
over-all time of preparation was less than with 
the low-speed handpiece. Anesthetics were not 
requested by patients. Vibrations recorded on 
tape from the skull were the lowest in intensity 
of all the methods evaluated. The frequency of 
these vibrations was not bothersome to the pa- 
tient. An annoyance factor of 2 was assigned this 
method. 


6. From these experiments arose a concept of 
over-all effectiveness which might be extended 
to include a period of from an hour to several days 
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prior to the appointment period and a variable 
period after the appointment. The newer instru- 
ments greatly reduce the trauma incidental to 
the removal of hard tooth structure. The nervous 
anticipation preceding a dental appointment and 
the mental fatigue following a dental appoint- 
ment also are reduced. 

School of Aviation Medicine, Randolph Air 
Force Base, Texas 


The use of amalgam in anterior teeth 


Roy C. Lininger. J.Colorado D.A. 36:11-13 
Dec. 1957 


Although silver amalgam probably never will re- 
place silicate cement or gold foil, there are indica- 
tions for its use in restoring anterior teeth. Silver 
amalgam is indicated in the following instances: 
Class III cavities on the distal surface of cuspids; 
Class I cavities on cuspids and incisors (worn 
edges), and Class III cavities on mandibular in- 
cisors. 

Two conditions which cause tooth discoloration 
are (1) direct view of the amalgam filling through 
translucent enamel and dentin, and (2) the dep- 
osition of silver salts in the dentinal tubules by 
galvanic currents. 

Direct vision of the amalgam through the labial 
wall of the tooth is not always a problem if there 
is sufficient bulk of tooth structure labial to the 
restoration. The insertion of an opaque lining or 
base on the labial wall will prevent the amalgam 
filling from being seen through the tooth struc- 
ture. 

To prevent the deposition of silver salts in the 
dentin by electrical current, the amalgam should 
be insulated from the dentin. In shallow cavities 
where there is no space for a cement base, a var- 
nish can be used after an application of Williams’ 
“White” flash coat. Some authors assert that var- 
nish alone is adequate to prevent discoloration. 

The amalgam should be condensed with small 
pluggers. A special plugger with a short shank can 
be made from a broken instrument or by grinding 
down an old condenser. After 24 hours the resto- 
ration may be polished in the usual way, taking 
care not to generate excessive heat. 

9 West Hampden Avenue, Englewood, Colo. 
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Progress review: anatomy 1957 


Melvin L. Moss. New York State D.J. 23:413-414 
Nov. 1957 


If the record of American professional anatomi- 
cal interest in problems of unique dental interest 
was not outstanding last year, significant ad- 
vances were made elsewhere. 

Two Italian investigators, Amprino and 
Camanni, have studied historoentgenographically 
and autoroentgenographically the morphologic 
changes in carious tooth structure. The first 
technic is essentially a microroentgenographic 
study which permits quantitative estimates of the 
degree of calcification as computed from the ab- 
sorption of the radiation by the tooth material 
before the rays reach the film. The second tech- 
nic involves the use of radioactive isotopes of the 
normal chemical constituents of the teeth. These 
isotopes emit a radiation which is detectable on 
special films and allows a quantitative and quali- 
tative estimate of the morphologic situations and 
concentrations of these isotopes, together with 
the changes which result from their metabolism. 
The following conclusions were derived: 

1. The outer layer of enamel is more highly 
calcified than the rest of the enamel. 

2. The higher calcification of enamel relative 
to dentin is a postnatal event. 

3. The mineral ions of the saliva probably con- 
tribute to this secondary calcification. 

4. The removal of the inorganic and organic 
constituents of deciduous roots is a simultaneous 


process. 
5. Pre-carious lesions are detectable by their 
lower degree of calcification; these changes pre- 
cede the formation of a focus of caries. 
6. The caries process is characterized by suc- 
cessive waves of decalcification which reach 
deeper and deeper into the dentin. 


7. Hypocalcified regions of carious dentin may 
undergo remineralization as a result of salivary 
activity. 

Another outstanding report from abroad has 
been made by Derichsweller, who discussed 
widening of the palatal suture. For many years 
the German dental profession has practiced 
“dental orthopedics,” a technic not widely ac- 
cepted in this country. This type of therapy 
concerns itself not with the repositioning of 
dental units alone but of entire segments of the 
facial skeleton. Such technics are utilized in this 
country for the treatment of patients with cleft 
palates with collapsed maxillary segments. 

The theoretical implications of this therapeutic 
technic are exciting and suggestive for students 
of cranial growth and morphology. 

College of Physicians and Surgeons, Columbia 
University, New York, N.Y. , 


Vertical height of the body of the mandible 
and the occlusal level of the teeth 

in individuals with cleft 

and non-cleft palates 


Aaron Louis Posen. J.Canad.D.A. 24:211-218 
April 1958 


A study was undertaken to measure the vertical 
height of the mandible and the occlusal height of 
the teeth in 49 children with unilateral cleft 
palate, 24 children with bilateral cleft palate, and 
31 children without cleft palate. Measurements 
were taken on both sides of the mandible. The 
body of the mandible was divided arbitrarily into 
three segments—anterior, middle and posterior— 
and measurements were made of each segment. 
Also measured were the occlusal heights of the 
first permanent molar, first and second deciduous 
molars, first and second bicuspids, and the 
deciduous and permanent cuspids; these measure- 
ments were made from the lower border of the 
mandible to the highest point of the tooth. 

The following results were noted: 

1. In patients with unilateral cleft palate, the 
anterior segment of the mandible on the cleft side 
has a significantly greater height than the anterior 
segment of the mandible on the noncleft side. 

2. The level of the teeth in the anterior seg- 
ment of the mandible (first deciduous molar. 


first bicuspid and cuspid) is higher on the cleft 
side than on the noncleft side. 

3. Symmetrical measurements were not found 
in any individual. 

4. Lack of occlusal function of the teeth does 
not affect adversely the vertical development of 
the mandible provided teeth are present. 

1474 Bathurst Street, Toronto, Ontario, Canada 


Morphological studies on the excretory ducts 
of the human parotid glands 


Norio Okada. Shikwa Gakuho 58:1-8 Feb. 1958 


A morphologic study on the excretory ducts of the 
parotid glands in 193 men from 20 to 79 years old 
was made by means of roentgenography and 
acrylic resin castings. 

Various amounts of a contrast medium, 40 per 
cent moljodol, were injected into the excretory 
ducts. The side of the head to be examined was 
placed on a pillow with the medial sagittal plane 
of the face inclined about 20 degrees to the sur- 
face of the film. From above the opposite side the 
central roentgen rays were directed to pass 
through the parotid glands. 

With the injection of 0.05 cc., the main ducts 
and one or two branches of the parotid glands 
could be visualized. With 0.1 cc., the roentgen- 
ogram showed the ampulla at the origin of the 
main ducts and two or three branches. With 0.5 
cc., the ducts up to the third branches were seen. 
With 2.0 cc., a dense shadow of the gland was 
seen; with the exception of the main ducts, the 
excretory ducts could not be visualized. The most 
suitable amount of contrast medium is from 0.5 
to 0.8 cc. for observation of the excretory ducts 
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of the parotid gland, and from 1.0 to 2.0 ce. for 
observation of the outline of the gland. 

When the sialograms were compared with 
dissected specimens of parotid glands, in only 35 
per cent of the instances did the number of first 
branches revealed in the sialogram correspond 
with the number of first branches in the dis- 
sected specimens; in all other instances, fewer 
first branches were seen in the sialograms than 
existed in the dissected specimens. The reasons 
for this difference were: 

1. The injected moljodol didn’t enter the thin 
first branches in the periphery. 

2. Branches running close together appeared 
in the roentgenogram as one large duct. 

3. Branches leading to the deep layer generally 
were hidden by the shadow of the main duct. 

In the roentgenograms the vertical and 
transverse dimensions of glands were smaller than 
the true measurements. 

Parotid ducts may be classified into branching, 
radiating and mixed types, according to the 
patterns produced by the branches flowing into 
the main ducts. Of the glands studied, 41.9 per 
cent were of the branching type, 40.5 per cent 
of mixed types, and the remainder of the radiat- 
ing type. More radiating types were found in 
glands with greater vertical diameters; more 
branching types were found in glands with greater 
transverse diameters. 

The number of first branches ranged from 4 to 
13; most glands had six, seven or eight first 
branches, usually distributed as follows: one or 
two first branches in the anteroposterior portion, 
one in the anteroinferior portion, and from three 
to five in the posterior part of the gland. 

Tokyo Dental College, Tokyo, Japan 
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A study in dental public health 
L. M. Carr. Australian D.J. 2:187-192 Aug. 1957 


In 1949 the child dental health service of the 
Commonwealth Department of Health was estab- 
lished, to provide regular free dental treatment 
for children in the Australian Capital Territory, 
and to gather information regarding the princi- 
ples and problems associated with a dental care 
program. 

Information based on 13,922 dental examina- 
tions from 1950 to 1955 is presented on the caries 
experience of children aged 5 to 12 years who 
were resident in Canberra. Those examined were 
divided into six groups, five of which comprised 
children who were examined in each of the years 
1951 to 1955. The sixth (“untreated”) group 
comprised 240 children who were first examined 
in 1950 and 187 children who were first examined 
during subsequent years. This group was in- 
cluded to provide a base line from which the 
effect of regular treatment could be assessed. The 
effect of regular dental treatment was estimated 
by comparing the dental condition of the children 
in each of the six groups. 

The average DMF rate for the children in the 
untreated group was 3.38, compared to the fol- 
lowing average DMF rates of the other groups: 
1951, 2.72; 1952, 2.84; 1953, 2.80; 1954, 2.70, 
and 1955, 2.47. 

All dentists in this service observed that those 
children who had received routine dental care 
were less apprehensive, and consequently more 
cooperative, than those children who had not 
been under care previously. 

It is estimated that it required an average of 
three to four times as long to complete the dental 
treatment of each child of the untreated group 
as to complete the treatment of each child of the 
1955 group. 


Children in the untreated group had an aver- 
age of nearly two and a half times more decayed 
permanent teeth and required four and a half 
times more extractions of permanent teeth than 
those in the 1955 group. Most of the children in 
the 1955 group had received regular treatment 
by this service for a number of years. 

Unless an adequate dental service is provided, 
the dental health of children often is neglected. 
This reflects a lack of active interest by parents. 
Examination of the “untreated” children showed 
that few children regularly visit private practi- 
tioners for routine dental treatment. 

Commonwealth Department of Health, Can- 
berra, Australia 


Experiments with albino rats 
upon the caries-protective effect 
of water-borne molybdenum 


Peter Adler. Odont.Revy 8:202-207 No. 3, 1957 


In a study of the epidemiology of dental caries in 
Hungary, observations were recorded in two 
communities, Dévavanya and Heves, that were 
contradictory to those gathered elsewhere: in 
spite of the rather low fluoride level of the drink- 
ing waters, deriving from several artesian wells, 
dental caries was less prevalent in these two com- 
munities than in adjacent ones utilizing water 
with higher levels of fluoride. Spectrographic 
water analysis revealed amounts of molybdenum 
in several artesian wells in Dévavanya and Heves 
substantially in excess of levels found in other 
communities. 

To clarify the problem of whether molybde- 
num ingested with drinking water is capable of 
affecting the incidence of dental caries, experi- 
ments were conducted on two generations of al- 
bino rats. 

In the first series, juvenile rats of the same 
stock, of about equal weight, were divided into 
two groups, males and females in equal propor- 
tion. Both received a cariogenic diet of coarse 
corn. The control group received distilled water, 
and the experimental group received the same 
water supplemented with 0.1 ppm molybdenum 
in the form of ammonium molybdenate. The ex- 
periment ran three months. 

In the second series, the offspring of the ex- 
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perimental and control animals were subjected 
to a similar test. 

At the end of each experiment the animals 
were sacrificed and the prevalence of caries was 
assessed. It was found that a 0.1 ppm supplement 
of molybdenum to the drinking water materially 
reduces the incidence of caries in the albino rat. 
The differences between animals of the experi- 
mental and control groups were more pronounced 


in the filial generation than in the first experiment — 


with the parental generation. This may be due to 
the fact that in the filial generation the prevalence 
of decay was much greater in the control group 
than in the parental one (in consequence of ex- 
posure to the cariogenic action of the diet begin- 
ning in utero in the filial generation). 

The data indicate that water-borne molybde- 
num, in the form of ammonium molybdenate, is 
a caries-preventive agent similar to fluoride. Fur- 
ther experiments are required to clarify several 
items, including the optimal dosage, the possible 
influence of molybdenum on the uptake of fluo- 
rides by the teeth, and any toxic effects of a 
molybdenum supplement. 

University Medical School, Debrecen, Hun- 


gary. 


A note on the dental care of children 
in Western Europe 


C. H. Rubra. Brit.D.]. 103:442-447 Dec. 17, 1957 


Observations on the dental care of children in the 
Western European countries of The Netherlands, 
Belgium, France, Germany and Switzerland, 
made in the spring of 1956 by the author on a 
World Health Organization traveling fellowship, 
are reported. There are not enough dentists taking 
care of children. This lack is due to economic dif- 
ficulties, which are not insuperable, and to de- 
fects in dental education, for which the remedy 
lies with the dental schools. 

Many countries assert they lack both the man- 
power and the money to provide adequate dental 
care for children. Perhaps the dentists are not 
treating the right patients, or treating them at the 
right age, or working in the most efficient and eco- 
nomical manner. 

The dental caries incidence among the children 
of Western Europe is high. Little dental care or 
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instruction is provided the expectant mother. 
More is done for the nursing mother and her 
child; almost everywhere there are welfare clinics 
at which the mother may receive advice, includ- 
ing advice about the teeth. Nowhere in Western 
Europe is there an organized dental service for 
the preschool child, although parents who of their 
own initiative bring preschool children to the 
school clinic usually are welcomed. 

Dental inspection of school age children is 
compulsory in all countries except The Nether- 
lands (where compulsion is unnecessary), and 
France (where medical examination only is pro- 
vided ). Dental treatment is voluntary throughout 
Western Europe. 

Throughout Western Europe children receive 
dental examinations every six months or every 
year. Those who need treatment but do not ac- 
cept advice to see a dentist are followed up until 
they change their minds or agree to visit the 
clinic, or declare themselves refusers. The only 
children who are accepted for treatment at the 
clinic are those who for some reason cannot con- 
sult a private dentist. In the United Kingdom, 
The Netherlands and Scandinavia the majority of 
school children treated attend school clinics; in 
Germany and Switzerland the majority go to 
private practitioners. 

Clinic treatment in Switzerland and Germany 
is not free, except for needy patients. Parents are 
expected to contribute a nominal sum. In all the 
countries visited those with a lower income have 
needed to be helped with dentists’ fees through 
schemes of compulsory insurance. 

There are no nationally organized school den- 
tal programs in Western Europe, each local gov- 
ernment being free to organize the service which 
its finances and its knowledge of local conditions 
suggest. Practically nowhere except at the East- 
man Institute in Paris, its sister foundation in 
Brussels, the model school clinic attached to 
the Dental School of the University of Geneva, 
and the municipal clinic in Amsterdam, is com- 
plete conservative care of the deciduous denti- 
tion attempted. In most other places treatment 
focuses on the permanent teeth. 

An over-all shortage of dentists is reported in 
every country except Germany (where, owing to 
the flight from the East, a surplus of dentists 
exists). In The Netherlands there are 1,700 den- 
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tists for a population of 11,000,000. In Scandi- 
navia there is a higher ratio of dentists to popula- 
tion than anywhere else in the world, yet a short- 
age is considered to exist and Sweden is recruit- 
ing foreign dentists into the school service. 

Dental health education leaflets, posters and 
films are used in all Western European countries. 

Ministry of Health and Local Government, 
Stormont, Belfast, North Ireland 


Experimentally produced caries 

in three generations of rats: 
effect of a simple cariogenic diet 
to which desiccated thyroid 

and propylthiouracil were added 


Giuseppe Sortino. Minerva stomat. 6:371-376 
Dec. 1957 


Results of various investigations (Muhler and 
Shafer, 1954; Fawcett and Kirkwood, 1954; 
Arlotta and Colico, 1955; Kirkwood and Ryan, 
1955, and Tempestini, from 1955 to 1957) have 
revealed that the feeding of desiccated thyroid 
has a profound anticariogenic effect in rats. 
Desiccated thyroid is as effective in caries preven- 
tion or reduction as is sodium fluoride. 

An increased incidence of caries in rats occurs 
when the level of thyroid hormone in the blood is 
lowered by blocking the thyroid secretion with 
propylthiouracil. It seems evident that, at least in 
rats, a relation exists between the thyroid activity 
and the development of caries. 

At the Dental School of the University of Ca- 
tania, Italy, an experimental study was made of 
the increase and decrease in the incidence of ex- 
perimentally produced caries in three generations 
of white rats. The rats, which were divided into 
two groups, were fed a simple cariogenic diet to 
which, in Group I, desiccated thyroid, and in 
Group II, propylthiouracil were added. 

It was established that the submaxillary and 
parotid salivary glands in experimental rats func- 
tion to control the level of the thyroid hormone 
in the blood by degrading this hormone to iodide 
ions. The iodide ions are then returned to the 
thyroid gland by the saliva and the gastrointes- 
tinal tract. This explains the ability of salivary 
glands to concentrate iodine. The concentration 
of iodine in the saliva depends on the rate of 


thyroxin degradation, if the iodine in the diet 
does not vary. 

The increase in the incidence of experimentally 
produced caries in rats after the addition of pro- 
pylthiouracil to the cariogenic diet is due to the 
decrease in the level of iodide in the saliva and 
the decrease in the rate of the saliva flow associ- 
ated with the diminished rate of degradation of 
the thyroid hormone. 

Decrease in the rate of salivary flow has a 
definite effect on the incidence of caries in ex- 
perimental rats. It can be assumed that iodide 
ion in the saliva exerts an anticariogenic influence. 

This theory is of considerable practical signifi- 
cance because it provides a possible explanation 
for predisposition to caries in certain persons. By 
consideration of this theory, further research may 
develop a new method for prevention and con- 
trol of caries. 

Istituto di Clinica Odontoiatrica, Catania, Italy 


A new method of demonstrating the retention 
of foodstuffs in the mouth, 

with special reference 

to different forms of sweets 


Alexander B. MacGregor. Proc.Roy.Soc.Med. 
51:41-44 Jan. 1958 


An experimental method was sought by which 
differing times of retention of varying forms of 
confectionery and foodstuffs around the teeth 
could be demonstrated. Several substances were 
tried as indicators, including iron oxide powder, 
materials opaque to roentgen rays, and dyes used 
for the coloring of foodstuffs. The technical divi- 
sion of Imperial Chemical Industries supplied a 


suitable dye, specially purified copper phthalo- 


cyanin. This dye is pharmacologically inert, in- 
soluble in water, of fine particle size and bright 
blue. A large firm of confectionery manufacturers 
made up toffees, chocolates and boiled sweets 
containing the dyestuff. 

In the first experiment, 20 dental students were 
asked to chew toffees, chocolates and _ boiled 
sweets on different occasions. Photographs of the 
teeth were taken at selected intervals, and a 
cinematographic film was taken to record the 
results. In the second experiment, patients about 
to have a bicuspid or molar extracted chewed 


: 


toffee over the tooth before it was extracted. The 
tooth then was extracted and ground sections 
prepared and studied. 

The following conclusions were reached: 

1. The incorporation of blue copper phthalo- 
cyanin dye in foodstuffs offers a method by which 
the disposition of foods in relation to teeth can 
be tested. It is sufficiently stable and colorful to 
allow photographic reproduction of macroscopic 
and microscopic results. 

2. Chewing of toffee results in considerable 
quantities being retained in and around the teeth 
for considerable periods, in many instances over 
one hour after chewing. 

3. There appears to be a considerable differ- 
ence in both the quantity and time of retention 
between toffee, on the one hand, and chocolate 
and boiled sweets on the other. 

4. The chewing of a toffee results in many in- 
stances in parts of it being forced into the fissures, 
even when these are small. Rapid dissolution and 
removal of the toffee from such fissures are un- 
likely. 

The results are significant in view of the known 
rapidity with which sugar solutions in the mouth 
can produce acid. They are in agreement with 
the results given by Lundquist for the Vipeholm 
experiments. 

The work done so far is insufficient to allow 
final conclusions to be reached. Further work is 
continuing on more subjects and with different 
types of confectionery and foodstuffs. 

University of Birmingham, Birmingham, Eng- 
land 


Nutrition and dental caries 


James H. Shaw. J.A.M.A. 166:633-637 
Feb. 8, 1958 


This report, authorized by the Council on Foods 
and Nutrition of the American Medical Associa- 
tion, discusses the etiology of tooth decay, char- 
acteristics of dental tissues, nutritional influences 
during tooth development and dietary influences 
during maintenance. 

Every mature tooth has an inherent degree of 
proneness to decay that is dependent on its phys- 
ical form, histologic structure and chemical com- 
position. These characteristics are determined 


Public health dentistry 491 


during development as a result of the imposition 
of genetic and nutritional influences. Unques- 
tionably, these characteristics result in individual 
variations in proneness to tooth decay ranging 
from high caries-resistance to high caries- 
susceptibility that remain essentially unchanged 
throughout the postdevelopmental life of the 
tooth. 

Regardless of the developmental history of any 
tooth, microorganisms and their metabolic pro- 
ducts are required for the destruction of tooth 
substance with the resultant initiation and pro- 
gression of carious lesions in their clinical form. 
The microorganisms that cause tooth decay have 
yet to be identified. For carious lesions to pro- 
gress, food debris must be present in the oral cav- 
ity and must become entrapped on the caries- 
susceptible tooth surfaces. This debris must con- 
tain carbohydrates that are readily metabolized 
by the responsible microorganisms. The physical 
and chemical composition of saliva, as well as its 
quantity, also play a controlling role in the cause 
or prevention of tooth decay. 

Many details of the nutritional relationships to 
the development and maintenance of the teeth 
are not understood fully. Ample clinical and lab- 
oratory evidence, however, demonstrates the 
major importance of the nutritional quality of the 
diet during the development of the dental tissues 
as well as during their maintenance in the oral 
cavity. 

The greatest hope in preventive dentistry lies 
in the development of teeth with a high resistance 
to tooth decay. This goal is no longer based on 
wishful thinking. The most likely way to achieve 
this objective is by close adherence to a diet 
throughout tooth development that is ideal for 
the formation of caries-resistant teeth. Since the 
period is prolonged, this objective cannot be 


- realized overnight but requires the same high 


standard of nutrition for years. Our food today 


_ determines our welfare not only in the immediate 


future but also a decade or decades later in life. 
For optimal results, the diet during this devel- 
opmental period should be composed of a gen- 
erous selection of foods from all the basic food 
categories, with the minimum use of highly re- 
fined foodstuffs and with careful attention to 
cooking procedures to preserve original nutrient 
values. An ample source of vitamin D should be 
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provided daily throughout the entire period of 
an individual’s growth and development. A highly 


desirable factor in the over-all diet planning for ~ 


the attainment of maximum caries-resistance is 
the availability of a fluoridated water supply. 

After the teeth are fully formed and have 
erupted into the oral cavity, the same attention 
should be paid to the nutritional quality of the 
diet. In addition there should be a strong 
emphasis on the restriction of sticky, high- 
carbohydrate foods that are cleared slowly from 
the oral cavity. As snacks and desserts, in place 
of such foodstuffs, fresh fruits, vegetables, fruit 
juices or milk are much to be preferred from the 
standpoint of dental health. 

These nutritional recommendations are not 
uniquely designed to produce optimal dental 
health. On the contrary, they are recommenda- 
tions that will result in the simultaneous main- 
tenance of an optimal, over-all nutritional status. 

Harvard School of Dental Medicine, Boston, 
Mass. 


Alteration of tooth color 


J.A.M.A. 166:110 Jan. 4, 1958; 166:1263 
March 8, 1958 


Q.—A 15 year old boy has noticed an alteration 
in the color of his teeth from the normal grey to 
a white, beginning at the base or gingival margin 
and extending about one third the longitudinal 
distance of the tooth in an irregular line surround- 
ing the entire circumference of the tooth. . . . Is 
this condition due to congenital or metabolic 
causes or local conditions of the teeth? 

A.—It is extremely unlikely that the described 
lesions are of congenital or metabolic origin. This 
opinion is based on the zones of involvement 
which are similar on teeth which develop at 
widely differing periods of time. The changes 
described more likely result from local environ- 
mental changes. They may be related to incorrect 
or inadequate oral hygiene measures which have 
resulted in slight decalcification (but not true 
dental caries) of the cervical areas of the teeth. 
Possible local factors should be sought. If the 
changes are those suspected from the short de- 
scription, the topical application of sodium fluor- 
ide by the dentist according to a standardized 
technic may be helpful. 


Q.—In The Journal, January 4, 1958, is a ques- 
tion and answer relative to alteration of tooth 
color. The answer is correct except for the sodium 
fluoride treatment recommended. Applied to 
tooth areas of this type, sodium fluoride is almost 
certain to turn the affected enamel a dark brown, 
which cannot be removed. A saturated solution of 
zinc chloride applied once a month for six or eight 
months usually will prevent destruction, and the 
natural color will return gradually. It may take a 
year or so. The tooth is dried, the zinc chloride 
applied with a pledget of cotton, and it is kept 
dry for a few minutes. This method has given ex- 
cellent results. 

A.—There have been no reports of tooth discol- 
oration following the application of sodium fluor- 
ide paste as recommended for the treatment of 
hypersensitive dentin. Discoloration has been ob- 
served from the use of stannous fluoride, topically 
applied, as a means of controlling dental caries. 
Stannous fluoride has not been recommended for 
the treatment of hypersensitive dentin. The latest 
edition of Accepted Dental Remedies, 1958, sug- 
gests the use of equal parts of sodium fluoride, 
kaolin and glycerin for the treatment of hyper- 
sensitive dentin on the cervical areas of the teeth. 
On page 189, a formula for this preparation is 
given. The only explanation this consultant can 
give is that a stannous fluoride preparation was 
used instead of the sodium fluoride preparation 
recommended or that some other ingredient be- 
sides sodium fluoride was responsible for the tooth 
discoloration. 

535 North Dearborn Street, Chicago 10, Ill. 


A critical evaluation of fluoride therapy 
in the prevention of dental caries 


J. F. Volker. J. Tennessee D.A. 38:12-16 Jan. 1958 


The epidemiological, clinical and laboratory re- 
searches of the 1920’s and 1930's established 
without question the ability of fluoride to limit 
dental caries. They indicated also that caries 
could be inhibited by both systemic and topical 
therapy. The effectiveness of the systemic mech- 
anism has been documented adequately by three 
clinical studies initiated in 1945 at Brantford, 
Ont., Canada, Grand Rapids, Mich., and New- 
burgh, N.Y. The ten year findings of each study 


are in general agreement that children exposed 
to fluoridated water from birth through the tenth 
year have about a 50 to 60 per cent reduction in 
tooth decay. Although this is an impressive ac- 
complishment, an appreciable amount of tooth 
decay still occurs, and the addition of increased 
quantities of fluoride to the water does not result 
in a further reduction in tooth decay. It may be 
concluded that the greatest possible level of bene- 
fits from systemic fluoride has been established 
and is being utilized. The same conclusion can 
hardly be made for the ultimate value of topical 
fluoride. 
Unfortunately, topical fluoride therapy lends 
itself to abuse. Even simple technics may require 
‘exacting attention to detail. There are excellent 
reasons to believe that if the teeth are dried thor- 
oughly and care is taken to have the fluoride 
reach all the surfaces of the teeth, this procedure 
can reduce tooth decay to almost the same extent 
as systemic fluoride. The ability of topically ap- 
plied fluoride solutions to control tooth decay is 
largely dependent on the care with which the 
therapy is carried out. Presently there is no evi- 
dence that the use of fluoride in a dentifrice will 
be more effective than systemic or topical fluor- 
ide. 
School of Dentistry, University of Alabama, 
Birmingham, Ala. 


Semiquantitative studies of in vitro caries 
by microhardness tests 


R. C. Caldwell, R. W. Gilmore, P. Timberlake, 
J. Pigman and Ward Pigman. J.D.Res. 
37:301-305 April 1958 


A method for measuring the rate of in vitro caries 
was sought. Since surface softening has been one 
of the initial signs of in vitro tooth decay, changes 
in hardness of the enamel surface might be a use- 
ful index of the rate of the caries attack. 

The crowns of caries-free, human anterior teeth 
were cut into mesial and distal halves. The tooth 
halves were mounted and ten microhardness 
measurements were made on each half and the 
average hardness calculated for each tooth half. 
The tooth halves then were subjected to a carious 
‘attack in the “artificial mouth” for from 6 to 14 
hours and their hardness redetermined. 
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A semiquantitative method for measuring the 
rate of in vitro caries was developed. The method 
needs further refinement before it will be useful 
for routine work. 

The effect of fluoride in retarding in vitro de- 
cay was measurable by changes in enamel hard- 
ness. 

Intact enamel surfaces were not as obviously 
protected by fluorides as were ground polished 
enamel surfaces. 

School of Dentistry, University of Alabama, 
Birmingham, Ala. 


Dental fluorosis in Sudan 


Ch. Bohne. Zahndrztl.Praxis 9:54 March 1, 1958 


Sudan extends across the continent of Africa 
from Cap Verde in the Atlantic Ocean to the 
highlands of Ethiopia and to the Red Sea. It con- 
sists of 967,500 square miles and has an approxi- 
mate population of 8,760,000. 

Dental examination of children, residing in the 
desert region of Abu Hamed, showed a compara- 
tively high incidence of dental fluorosis. The 
enamel showed hypoplasia and white or brownish 
discoloration, mainly appearing on the cusps of 
bicuspids and first molars and on the external 
surfaces of the central and lateral incisors. In 
isolated instances, a dark brown pigmentation 
was observable on all upper incisors. The roots of 
the teeth examined contained twice as much 
fluoride as the crowns, which accounts for the 
higher fluoride content determined in multirooted 
teeth. 
Although nearly all children examined had 
mottled enamel, the loss of teeth, caused by den- 
tal caries, was negligible. 

To establish whether this geographically local- 
ized condition was caused by continued use of 
drinking water containing toxic amounts of fluo- 
ride, the main water supplies were chemically 
analyzed. This investigation revealed that the 
drinking water of Abu Hamed has an average 
content of 4.0 ppm fluoride. 

Medical examination showed that there were 
no other pathologic changes present such as a 
generalized density of the skeleton, rigidity of the 
spinal column or fragility of bones. 

Miinchen-Grafelfing, Germany 
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Dentistry in Czechoslovakia 


Vera Poncova. Prakt.zubni léka¥. 5:193-228 
Aug. 1957 


The National Health Insurance Law (1948) 
granted 90 per cent of the Czechoslovakian pop- 
ulation free medical and dental treatment. Drugs, 
roentgenograms, therapeutic and orthodontic ap- 
pliances, with a few exceptions, are included in 
the free service. 

About 1 per cent of the federal budget is 
spent on dental care, especially preventive pro- 
cedures. 

Patients pay only a part of the cost for precious 
material used in the construction of crown and 
bridges. 

All health services are under the control of the 
Ministry for Public Health which functions 
through regional committees. Every district has 
a department of dentistry which is a component 
part of the district polyclinic. District directors 
serve as advisers to the Minister for Public Health 
and provide guidance on methods to be used in 
dental clinics and polyclinics which are associated 
with universities, colleges, other schools and fac- 
tories. 

Preventive dental care is provided for pre- 
school and school children, students and workers, 
soldiers, pregnant women and patients with infec- 
tious diseases. Where treatment is indicated, 
endodontic, orthodontic and prosthetic service is 
rendered free of charge. 

Free oral surgery, performed at clinics and 
polyclinics of the universities, includes operations 
in the maxillofacial region, whether they are ne- 
cessitated by inflammatory processes, benign and 
malignant tumors, accidental injuries or inherited 
or acquired deformities. 

Physicians and dentists (both having the M.D. 
degree), registered dental technicians, dental as- 
sistants, and dental, health, and children’s nurses 
are employed by the governmental health service. 
Dental health workers number about 12,000. 


One oral surgeon and three dentists are avail- 
able for about 3,500 patients. The average time 
spent by one dental practitioner is 45 hours 
weekly during which he is supposed to treat 138 
patients. 

The training of dental students falls within the 
jurisdiction of the Ministry for Education and 
Culture. The Minister for Public Health cooper- 
ates with the Minister for Education and Culture 
in designing and carrying out educational pro- 
grams, and determining the number of students 
to be admitted to the eight dental colleges. Post- 
graduate courses for dental practitioners are free 
but obligatory. The professional training of dental 
technicians, assistants and nurses remains under 
supervision of the Ministry for Public Health. 

Private dental (and medical) practice in 
Czechoslovakia is almost nonexistent. 

Sokolovské 15, Prague 10, Czechoslovakia 


Dental service in less advanced countries 


C. F. Mummery. J.All India D.A. 29:220-224 
Nov. 1957 


In 1929 the government of the then Federated 
Malay States appointed the first dental officer to 
the Malayan Medical Service. The lone dentist 
faced a gigantic task, with no legislation to control 
dental practice. Anybody could practice den- 
tistry with or without a dental qualification. Hun- 
dreds of Chinese were practicing dentistry with- 
out the knowledge of the government. 

In view of the appalling state of the teeth of 
the children of Malaya, it was decided to give 
priority to children, to treat the poor and to leave 
to the private practitioners all who could pay for 
treatment. It was decided that expansion of the 
dental service would have to await completion 
of the dental school in Singapore. The Unfeder- 
ated States and the Straits Settlements followed 
their own dental policies. In 1934 the Straits 
Settlements and the Federated Malay States 
agreed to introduce similar legislation and to have 
a common Dental Board. The legislation closely 
followed the Dentists’ Registration Ordinance 
introduced in England in 1921. Only those recog- 
nized by the Dental Board of the United King- 
dom could register. World War II and the Japa- 
nese occupation brought great changes, with 


Dentistry 
around the world 


many unqualified practitioners being admitted. 
These people later petitioned the government 
and the Dental Board proposed that those un- 
qualified practitioners who were not actually pub- 
lic menaces should be registered in Division II 
of the register. An examining board was set up; 
after two years the number of applicants was re- 
duced from 600 to 300; when the 300 were reg- 
istered, the number in Division II was nearly 
doubled, almost to 600. These Division II prac- 
titioners plus 100 qualified dental practitioners 
treat the 5,000,000 inhabitants of the Federation 
of Malaya. 

After the war the States and Settlements of the 
Malay Peninsula were regrouped into what even- 
tually became the Federation of Malaya. A new 
dental ordinance was enacted which applies 
throughout the Federation and is enforced by a 
central Dental Board. A Chief Dental Officer, 
reporting to the Director of Medical Services 
under the Member for Health, was appointed to 
coordinate dental policy and recruitment, to man- 
age equipment and stores, and establish terms of 
service for the dental staff. The Dental Board 
is responsible primarily for the registration and 
discipline of dentists in the Federation of Malaya, 
the annual inspection of premises used for the 
practice of dentistry, the presentation of dental 
matters to the government, the supervision of 
ethics and the collection of revenues from the 
registration fees. 

The Chief Dental Officer is responsible for the 
provision of special dental treatment; to this end, 
dental officers have been sent overseas to qualify 
for higher dental degrees. 

A system of training dental nurses was copied 
from that of New Zealand and introduced in 1949 
in Malaya. The Training School in the Penang 
General Hospital graduates 20 dental nurses an- 
nually; classes will be larger when a planned 
hostel is completed. 

Federal dental officers provide dental treat- 
ment for members of the police force, lepers, pa- 
tients in mental hospitals and prisoners in jails. 

A school for dental technicians, with facilities 
for eight students, is maintained at Penang under 
a specialist dental officer. 

Each state or settlement maintains its own den- 
tal service. A program is being developed for each 
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state to have a senior dental officer. Dental cen- 
ters would be established, each to be staffed with 
a dental officer, five dental nurses, a dental house- 
man (intern) and a dental technician. To serve 
the outlying rural population, nine mobile dental 
clinics are operated, each staffed by a dental offi- 
cer, a dental nurse, a chairside attendant and a 
driver. 

In 1953 over 300,000 attendances were re- 
corded in the dental clinics in the Federation of 
Malaya. About half of the amalgam fillings were 
placed by dental nurses. Priority of treatment is 
given expectant mothers. Every child treated by 
a dental nurse receives a topical fluoride applica- 
tion. Dental nurses are trained to carry out dental 
health education. 

General Assurance Building, 232, Dr. Dadab- 
hai Navroji Road, Bombay 1, India 


Dental fees under the Austrian 
socialized health insurance program 
of January 1, 1958 


Editorial. Osterr.Zahndrzte Ztg. 8:15-16 
Jan. 1958 


On January 1, 1958, a complete schedule of den- 
tal fees to be paid by the socialized health in- 
surance agencies was published by the Austrian 
Ministry of Public Health and Welfare. 

Some of the fees, in terms of American cur- 
rency, are as follows: consultation, 59 cents; oral 
or dental examination including diagnosis, $1.76; 
extraction of one tooth, 90 cents; local anesthesia, 
68 cents; general anesthesia, 80 cents; filling, one 
surface cavity, $1.50; filling, two surface cavity, 
$2.83; filling, three surface cavity, $4.21; silicate 
cement filling, $1.45, and pulpectomy, including 
filling of one root canal, $4.82. 

The charge for the first dental roentgenogram 
is $1.23 and for each additional roentgenogram 
82 cents. The fee for alveolectomy per quadrant 
is $1.70. 

For a complete upper or lower acrylic denture, 
the charge is $12, not including the price for 
teeth; for a partial denture or bridge, the fee is 
$6, and for each tooth or clasp, $2. The charge 
for complete relining is $10. 

Weihburggasse 10/12, Vienna 1, Austria 
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A clinical survey of the failure 
of crown and bridges 


Rudolph J. Hursey, Jr. S.Carolina D.J. 16:4-11 
April 1958 


Patients who had had crown or bridge work 
placed before entrance into the clinic of the 
Georgetown University Dental School were 
studied, in a survey of the incidence of failures 
of crowns and bridges. 

Of 442 crowns, 211 (48 per cent) were full 
crowns, of which 80 per cent were satisfactory. 
The lower right quadrant contained the greatest 
number of full crowns, 69, and the upper left 
quadrant the least, 36. Sixty per cent of the full 
crowns were in the lower arch. 

In the upper arch, full crowns on the first bi- 
cuspid had 17 per cent more failures than oc- 
curred with any other tooth in the upper arch. In 
the lower arch, full crowns on the second bicuspid 
had 25 per cent more failures than on any other 
tooth in that arch. 

Of the 442 crowns, 106 (24 per cent) were 
jackets, of which 98 per cent were in the upper 
arch and 90 per cent on the central and lateral 
incisors. Of the 106 jackets, 74 per cent were 
satisfactory. 

Of the 442 crowns, 69 (16 per cent) were 
dowel crowns, of which 68 per cent were satis- 
factory. Of the 69 dowel crowns, 66 were in the 
upper arch and 3 in the lower arch. Eighty per 
cent of the 69 dowel crowns were on the central 
and lateral incisors; those on the lateral incisors 
were 15 per. cent more successful than on the 
central incisors. 

Of the 442 crowns, 56 (13 per cent) were 
three-quarter crowns, of which 71 per cent were 
satisfactory. The upper arch contained 64 per 
cent of the three-quarter crowns. This restoration 
is more successful in the upper right quadrant 
than in the remaining three quadrants. 


Of 228 bridges studied, 167 (73 per cent) were 
in the upper arch and 61 (27 per cent) were in 
the lower arch. Of the 228 bridges, 69 per cent 
were satisfactory. Of the 228 bridges, 103 (45 
per cent) were three-unit bridges, of which 88 
per cent were satisfactory. Twenty-eight per cent 
of the bridges were of the two-unit or cantilever 
type; of these, 41 per cent failed. The 63 canti- 
lever bridges used a three-quarter crown as the 
retainer in 52 per cent of the instances, and of 
these, 48 per cent failed. 

The four-unit bridge made up 20 per cent of 
the total, and 71 per cent were satisfactory. 

Full crowns show the least number of failures. 
The high percentage of failures in dowel crowns 
must be based on the failure of the operators to 
sterilize the canal completely. The ideal fixed 
bridge is one that has two abutment teeth for 
every pontic. It is questionable whether the two- 
unit or cantilever bridge should be used. 

Andrews Building, Spartanburg, S.C. 


The disclosure 
of cleavage and fracture lines 
in porcelain restorations 


Maurice J. Saklad. J.Pros.Den. 8:115-119 
Jan. 1958 


The human eye is unable to detect possible frac- 
tures in porcelain restorations. A technic is de- 
scribed for using a dye penetrant to locate flaws 
in porcelain restorations. 

The testing materials consist of Spotcheck 
cleaner, penetrant and developer (available from 
the Magnaflux Corporation, Chicago). In addi- 
tion, three dappen dishes, three sable brushes, 
an applicator and sticky wax are used. 

The porcelain jacket or other ceramic restora- 
tion to be tested is fixed to the applicator by 
means of sticky wax. A small quantity of the 
cleaner is placed in the first dappen dish, and is 
applied generously to the restoration with a sable 
brush. Time is allowed for the solvent to act on 
the surface of the restoration, which is then wiped 
clean with a dry rag or tissue. 

A small amount of the penetrant is placed in 
the second dappen dish. The penetrant, a red 
dye, is applied to the dry surface of the restora- 
tion with a sable brush. It is best accomplished at 


60° F. or above. The entire porcelain surface is 
covered generously with the penetrant and is al- 
lowed to remain wet for from 1 to 30 minutes be- 
fore the excess is wiped off. If the penetrant dries 
before it is wiped off, the surface is covered again 
with the penetrant. The porcelain surface can be 
wiped best with successive clean areas of a cloth 
or with paper tissues. 

The contents of the can containing the devel- 
oper are shaken thoroughly, and a small amount 
is placed in the third dappen dish. This is ap- 
plied to the complete outer surface of the restora- 
tion with a sable brush. It forms a white frosty 
finish. A drying period of five minutes will permit 
the disclosure of fractures. These will appear as 
red lines or blemishes in the porcelain. The resto- 
ration is dried with a clean cloth or paper tissues, 
whereupon any fracture will be evident. The 
absence of any red markings indicates a restora- 
tion without fractures. 

This procedure removes any doubt as to the 
existence of undetected fractures prior to cemen- 
tation. 

45 West 54th Street, New York 19, N.Y. 


Silver-plated die technique 
Jack Wadlin. ].Oklahoma D.A. 47:7-8 April 1958 


A method for silver-plating dies or working 
models in crown and bridge work requires little 
change in present technics. The impression for 
the working model must be made of one of several 
rubber base or silicone materials which lend them- 
selves to plating. The silver-plating procedure 
involves the following steps: 

1. The impression is cleaned, rinsed and dried. 

' 2. The areas of the impression not to be plated 
are masked. 

3. A cathode wire is attached to contact the 
impression surface. 

4. The area to be plated is dusted with silver 
powder and the excess powder is blown of. 

5. The impression is placed in a bath of silver 
cyanide, and plating is begun at low amperage. 

6. After the impression has become plated 
with silver (four to six hours), the impression is 
removed from the bath, washed, the plate mask- 
ing is stripped, and the impression is poured in 
stone or a low-fusing metal. 
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The resulting silver-plated die or working 
model offers the following advantages: (1) 
greater accuracy—no expansion, as is inherent in 
amalgam dies; (2) no absorption, as in stone; (3) 
hardness which allows better adaptation of plati- 
num foil, particularly on fragile margins, and (4) 
the hardness of the die permits positive, accurate 
finishing of margins and contact points. 

The few minutes devoted to the silver-plating 
procedure are more than repaid in time saved at 
the chair. The resulting crown and bridge work 
goes accurately in place, with little or no adjust- 
ing. 


209 Pythian Building, Tulsa, Okla. 


Removal of jacket crowns 


Philip Manners. J.Pros.Den. 7:814-816 
Nov. 1957 


A recommended technic for removing a jacket 
crown without destroying or injuring it is as fol- 
lows: 

1. A slightly oversized copper band is selected 
and contoured to the gingival margin of the tooth 
involved. 

2. Several holes are made in the band with a 
no. 35 inverted cone bur, on all four surfaces of 
the copper band. 

3. The copper band is placed in position on 
the tooth. A hole is made straight through the 
band, from the labial to the lingual side, close 
to the incisal edge of the jacket crown. 

4. A heavy ligature wire is inserted through 
the last set of holes, and the ends of the wire are 
braided to form a loop. 

5. The copper band is removed and filled with 
softened modeling compound, then the band is 
reseated on the dried tooth and the modeling 
compound allowed to cool. 

6. A sturdy instrument handle is inserted 
through the loop formed by the ligature wire. The 
patient, or assistant, is instructed to grasp each 
end of the handle and pull in a direction along 
the path of withdrawal of the jacket crown. 

7. While the patient, or assistant, pulls on the 
copper band, the dentist administers a sharp blow 
to the instrument handle with a surgical mallet. 
This blow should be as close as possible to the 
ligature wire and directed along the withdrawal 
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path of the jacket crown. One blow generally suf- 
fices to dislodge the jacket crown and copper 
band. 

8. The copper band, with the jacket crown 
embedded in the modeling compound, is placed 
in warm water. When the modeling compound 
has softened sufficiently, the jacket crown is easily 
removed intact. 

This technic has been used successfully to re- 
move jacket crowns in the anterior portion of the 
mouth. Only limited success can be expected 
when using the technic to remove gold crowns 
from posterior teeth. The technic can be used to 
remove anterior porcelain or acrylic bridges. 

44 Gross Drive, Loring Air Force Base, Maine 


An assessment of the value 
of the chrome-cobalt alloys as substitutes 
for gold in conservative dentistry 


E. L. Hampson. Brit.D.J. 103:299-305 
Nov. 5, 1957 


Hauptmeyer (1938) stated that chrome-cobalt 
alloys were especially suitable for inlays, crowns 
and bridges, and a manufacturer has claimed that 
his chrome-cobalt alloy is the ideal material for 
partial and complete dentures and removable and 
fixed bridges. Investigations were undertaken to 
determine the accuracy of these claims. The fol- 
lowing conclusions were reached: 

1. Inlays cast from chrome-cobalt alloy do not 
fit as well as gold inlays. At the present stage of 
development, chrome-cobalt alloys are unsuitable 
for large compound inlays. 

2. All attempts to combine chrome-cobalt al- 
loys with porcelain for crowns and bridges failed 
because the porcelain refused to adhere to the 
metal and developed numerous cracks which 
could not be removed. 

3. The chrome-cobalt alloys are no more likely 
to set up galvanic disturbances in mouths than 
amalgam and gold which only occasionally give 
rise to noticeably unpleasant effects. 

4. In their abrasive effects the chrome-cobalt 
alloys more closely resemble gold and amalgam 


than porcelain. It is unlikely that chrome-cobalt 
alloys are much more harmful than gold to the 
investing tissues of the mouth. 

5. The high polish that remains on the surface 
of chrome-cobalt alloys at the end of corrosion 
resistance tests suggests that the alloys would be 
well tolerated by the soft tissues. 

Unlike platinum, the chrome-cobalt alloys can- 
not be used as the foundations for porcelain 
crowns and bridges. The low elongation values 
of chrome-cobalt alloys and the comparatively 
poor fit of the inlays made from them limit their 
use to backings and posts for post-retained crowns 
and pontics for bridges. Because of the high melt- 
ing point of the chrome-cobalt alloys, the casting 
process needs special equipment not often found 
in ordinary laboratories. Unlike inlay golds, the 
alloys cannot be softened and hardened alter- 
nately by simple heat treatment. Their color can- 
not be varied and their composition cannot be 
altered. 

University of Sheffield, Sheffield, Yorkshire, 
England 


A modified epoxy resin 
as a denture base material 


William L. Kydd and Walter A. Wykhuis. 
J.A.D.A. 56:385-388 March 1958 


A new thermoset epoxy resin denture base mate- 
rial has been compared to resins now in use by 
the dental profession. The new material has the 
following advantages: (1) more permanently ac- 
curate reproduction of contour of mold; (2) less 
water sorption; (3) greater ease of processing; 
(4) less volumetric and linear shrinkage; (5) less 
initial expansion; (6) greater impact-strength or 
resistance to fracture; (7) less distortion after re- 
moval from the mold; (8) much less movement 
of teeth in the course of processing, thereby re- 
ducing or eliminating the need for spot grinding 
and milling; (9) reduced toxicity, and (10) 
greater ease of repair. 

School of Dentistry, University of Washington, 
Seattle, Wash. 
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Dental care 
—increasingly important in health services 


W. K. Kellogg Foundation Rep. for 1957 53-68 


Of $4,948,542 paid out in various benefactions 
by the W. K. Kellogg Foundation in the fiscal 
year ended August 31, 1957, dentistry received 
$252,142, of which $118,428 was for projects in 
Canada, $49,327 in Latin America and $84,387 
in the United States. 

Programs currently being assisted in dentistry 
by the Foundation include the following, with 
appropriations: 

To Dalhousie University, Halifax, Nova Scotia, 
to strengthen and enlarge the School of Den- 
tistry, and for dental faculty fellowships. 

To the Canadian Dental Association, Toronto, 
Ont., for development of a program of accredita- 
tion and consultation services for Dominion den- 
tal schools, and for a series of conferences to 
develop in-service education for dental faculties. 

To the Southern Regional Education Board, 
Atlanta, Ga., for a study of dental education re- 
sources and needs in the South. 

To the American Council on Education, Wash- 
ington, D.C., for a survey of dentistry. 

To the University of Michigan, Ann Arbor, for 
dental teacher education. 

To the University of Illinois, Chicago, to de- 
velop television as a medium for postgraduate 
dental education. 

To the New Mexico Department of Public 
Health, Santa Fe, for developing a continuing 
education program for practicing dentists in 
New Mexico. 

To the American Dental Hygienists’ Associa- 
tion, Washington, D.C., to develop aptitude tests 
for prospective students. 

To the New York City Department of Health, 
for public education on fluoridation. 
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To many Latin American universities, faculty 
fellowships to strengthen teaching programs in 
dentistry. 

The W. K. Kellogg Foundation, since its estab- 
lishment in 1930, has tendered its assistance 
chiefly to further the dissemination and use of 
knowledge. Currently the Foundation is aiding 
projects in the fields of medicine and public 
health, hospitals, nursing, dentistry, education, 
agriculture and numerous projects in Latin 
America. 

250 Champion Street, Battle Creek, Mich. 


The Dental Corps in Antarctica 


W. R. Stanmeyer. U.S.Navy M.Newsletter 
31:14-16 Feb. 21, 1958 


Those who participated in antarctic expeditions 
previous to the current series in connection with 
the International Geophysical Year had their den- 
tal problems. “Most of our problems, medically, 
were teeth,” Russel Frazier, a physician with 
Admiral Byrd’s 1939 expedition, reported. Ad- 
miral Lord Mountevans reported that in the sev- 
eral expeditions he accompanied “many men 
suffered from bleeding, sore, swollen gums and 
looseness of the teeth.” Cherry-Garrard, of Scott’s 
last expedition, stated: “. . . I don’t know why 
our tongues never got frozen, but all my teeth, 
the nerves of which had been killed, split to 
pieces.” Roald Admundsen, the Norwegian ex- 
plorer, frequently cited the need for dental skills 
and equipment to combat dental emergencies. 
Wisely, in the present series of expeditions, billets 
were created for dentists at the Naval Air Fa- 
cility, McMurdo Sound, and at the Little America 
Station. The primary duty of these dentists was 
the routine and emergency dental care of men in 
Antarctica. 

In the McMurdo Sound 1956 wintering-over 
party, 96 per cent of the men voluntarily sought 
dental aid. The patient load has been heavy. Dur- 
ing a year’s operation, 2,369 dental examinations 
and 5,126 dental roentgenograms were com- 
pleted. The most common complaint of men seek- 
ing treatment was recurring toothache due to 
the inhalation of cold air and its effect on teeth 
containing metallic fillings. The size of the filling 
did not appear to be as important as its depth; 
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even small occlusal fillings caused a reaction to 
the cold if they were deep and improperly insu- 
lated. No evidence was found to support the 
hypothesis that fillings are lost because of differ- 
ent coefficients of contraction of filling material 
and tooth structure. When a filling was lost, the 
loss could be attributed to some less dramatic 
cause, such as secondary decay or a traumatic 
occlusion. 

Another annoying and painful condition was 
hypersensitive cervical dentin. During the year 
725 fillings were placed. An insulating cement 
base was used for metallic fillings. Fillings so 
based did not react to the cold. During the year 
155 teeth were extracted. Initially, the incidence 
of alveolar osteitis was 23 per cent, but more 
stringent postoperative control reduced this to a 
little more than 4 per cent. The incidence of post- 
operative submaxillary and sublingual adenop- 
athy remained at almost 25 per cent. 

During the year 851 periodontal treatments 
were given, plus 488 treatments for a condition 
classified as “mucous membrane ulcerations”— 
shallow common canker sores that ran a course of 
from seven to ten days regardless of treatment. 
This was the most persistent and annoying of all 
periodontal lesions, and at times appeared to be 
contagious. 

It was necessary to make 14 new dentures and 
to repair 16 that had broken. All but one denture 
fracture could be attributed to ridge resorption or 
trauma. 

Naval Medical Research Laboratory, New 
London, Conn. 


Naval dental needs and treatment 


Louis P. Hellman, William E. Ludwick 
and Benjamin W. Oesterling. J.A.D.A. 
55:828-833 Dec. 1957 


There are over 450 naval dental facilities scat- 
tered throughout the world. They vary from a 
one chair dental operatory to clinics having from 
60 to 70 chairs. In the larger treatment facilities, 
prosthetic services are available. 

On December 31, 1956, 1,789 dentists were 
in the U.S. Navy. In addition there were 70 Medi- 
cal Service Corps and Dental Service warrant 
officers and 3,212 dental technicians, who assist 


dental officers. These dental personnel served 
about 875,000 persons on active duty with the 
Navy and Marine Corps throughout the world. 
Thus, for every 1,000 persons in the Navy and 
Marine Corps, there were 2.0 dentists and 3.7 
dental technicians. Five of every ten dental offi- 
cers were reserves on active duty. 

Of the 1,789 dentists, 1,666, or 93 per cent, 
were assigned to the care of patients. Of the 123 
dental officers not assigned to care for patients, 
71, or about 4 per cent, were enrolled for post- 
graduate instruction. Staffs of schools for dental 
technicians and dental officers accounted for an- 
other 25. The remaining 27 were assigned to re- 
search, development and administration. About 
70 per cent of the total dental officer complement 
was assigned to dental facilities in the United 
States. 

In the calendar year 1956, the Naval Dental 
Corps gave over 4,130,000 treatments and about 
3,600,000 adjunctive services, such as roent- 
genographic studies and examinations. Of the 
3,100,000 operative dentistry treatments, about 
70 per cent were restorations and the rest con- 
sisted mostly of temporary fillings and interme- 
diate bases. About 496,000 periodontal treat- 
ments were given, of which almost half were 
dental prophylaxes. There were 494,000 treat- 
ments for oral surgery, and about 79,000 pros- 
thodontic treatments. Active-duty personnel re- 
ceive about 98 per cent of all dental care. 

Since dental standards for enlistment were low- 
ered early in World War II, the Naval Dental 
Corps has confronted a tide of recruits who re- 
quire extensive treatment before they can be 
sent to isolated areas and small ships. Of the 
183,000 recruits who entered the Navy and the 
Marine Corps in 1956, the average age was 18.5 
years; about 98 per cent were males. Ninety 
per cent of the recruits required fillings, 31 per 
cent required extraction of one or more teeth, 
about 7 per cent needed some form of periodontal 
or gingival treatment, and 5 per cent required 
either complete or partial dentures to restore an 
extensive loss of masticatory function. Only one 
out of every ten required no dental care. 

Although recruits accounted for only 5 per 
cent of the average daily strength of the Navy 
and Marine Corps in 1956, they received about 
15 per cent of the total treatment procedures 


rendered to Navy and Marine Corps personnel. 
Many dental needs, however, remain unmet. The 
following conclusions are drawn: 

1. With the present ratio of dental officers in 
the Navy and the present standards, the total 
dental needs of personnel cannot be met. 

2. An average of 616 fillings are needed for 
every 100 recruits who enter the Navy and Ma- 
rine Corps; however, only a fourth of this num- 
ber actually are provided. 

3. Almost 90 per cent of the personnel leaving 
the Navy and Marine Corps are in need of dental 
treatment. 

4. Military personnel on active duty are the 
recipients of 98 per cent of the treatments pro- 
vided by the Naval Dental Corps. 

Department of the Navy, Washington, D.C. 


A motivational study of dental care. | 
J.A.D.A. 56:434-443 March 1958 


A pilot study was conducted for the American 
Dental Association by Social Research, Inc., an 
agency specializing in motivational research, to 
provide experience and background for larger 
scale investigations in the future. The 126 people 
interviewed were encouraged to talk freely about 
all aspects of dental care, and indirect methods 
of questioning were used to reveal underlying mo- 
tives which the respondent would not or could 
not consciously divulge. The interview results 
were interpreted and this report, the first of four, 
was prepared by the staff of Social Research. 

That teeth are important is an assumption con- 
sistently made by all people, and that taking care 
of teeth is important is a value subscribed to in 
word or in deed by almost everyone. People feel 
that teeth are important in terms of social and 
interpersonal situations and relations. There is a 
tacit recognition throughout the interview re- 
sponses that teeth are significant for a person’s 
appearance: how one presents himself to other 
people, and how this will influence other people’s 
feelings about him. 

Two common assumptions about teeth are that 
they refer to the general state of health of a per- 
son and that they symbolize a person’s age. Peo- 
ple incline to believe that “teeth and dental trou- 
ble are inherited.” 
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Dentists are more closely associated with the 
“final stages” of dental problems than with pre- 
ventive measures. The over-all attitude tends to 
be that “dentists fix teeth that already are painful, 
decayed, or need to be pulled.” 

Bureau of Economic Research and Statistics, 
222 East Superior Street, Chicago 11, Ill. 


Oral bacteria capable of passing 
through dental substance 


Masao Onisi and Yoshimi Tachibana. 

Tokyo M.&-D.Univ.Bul. 4:319-325 Dec. 1957 

[in English] 

Since Miller reported that microorganisms were 
found in carious lesions, numerious investigators 
have reported on the ability of various micro- 
organisms to invade dental tissues. 

A flat surface of enamel was dissected from a 
newly extracted, noncarious permanent molar and 
used as a screen of a bacterial filter, in in vitro 
experiments. 

Seven streptococci, three lactobacilli, one 
bacteriaceae (Kurthia), three gram-negative 
rods, two gram-positive rods, one diphtheroid, 
and one gram-positive coccus passed through the 
screen and were isolated from the oral flora. 

School of Dentistry, Tokyo Medical and Dental 
University, Tokyo, Japan 


A chronology of significant events 
in the progress of the Negro 
in American dentistry 


Clifton O. Dummett. Bul.Nat.D.A. 16:32-59 
Jan. 1958 


A chronological report spanning the years 1740 
to 1957 indicates that in the field of dentistry the 
Negro American has taken advantage of those 
opportunities which were available to improve his 
status. 

The number of Negroes practicing dentistry in 
the United States in 1840, the year when the first 
dental school in this country was established, was 
estimated to be 120. 

When Harvard University’s dental school was 
organized in 1867, among the six students ac- 
cepted to the first class was a Negro, Robert Tan- 
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ner Freeman; in 1869 he became the first Negro 
to receive a dental doctorate in the United States. 

Howard University’s dental department was 
established in 1881, and in 1883 the first class of 
Howard University’s dental college was listed. In 
1886 the dental school of Meharry Medical Col- 
lege was organized as a unit of the medical 
school. 

In 1888 Charles E. Bentley, a graduate of the 
Chicago College of Dental Surgery and a clini- 
cian at the Rush Dispensary, was appointed to a 
full professorship of oral surgery at Harvey Medi- 
cal College. Dr. Bentley was credited with being 
the first dentist in Chicago to use cocaine as a 
local anesthetic. In 1888 he organized the Odon- 
tographic Society of Chicago, and served as its 
first president. 

In 1890 Ida Gray Nelson Rollins became the 
first Negro woman to graduate from the Univer- 
sity of Michigan Dental School. Dr. Rollins also 
was the first Negro woman to practice dentistry 
in Chicago. In 1896, Marie Imogene Williams 
was the first woman dental graduate of Howard 
University. 

In 1900 the Robert T. Freeman Dental Society 
of the District of Columbia, the first dental or- 
ganization of ethical Negro dentists in the United 
States, was established as the Washington Society 
of Colored Dentists. In that year the number of 
licensed Negro dentists in the United States was 
estimated to be 125. The United States Census of 
1910 gave the number of Negro dentists as 478. 
The 1920 census reported there were 1,019 Negro 
dentists. The 1930 census reported 1,773 Negro 
dentists in America, of whom 98.1 per cent were 
men and 1.9 per cent women. 

In 1931 Meharry Medical College inaugurated 
a course for the training of dental hygienists. 

In 1932 the American Dental Association re- 
leased all rights to the title “National Dental As- 
sociation,” and the Interstate Dental Association, 
an organization of Negro dentists, was renamed 
the National Dental Association, at a meeting in 
Bordentown, N.J., attended by 122 practitioners. 

In 1933 Dean Russell A. Dixon was the first 
Negro dentist to acquire the M.S.D. degree in 
oral pathology from Northwestern University’s 
Dental School, one year after he had been ap- 
pointed dean of the College of Dentistry, Howard 
University. 


In 1940 the number of Negro dentists in the 
United States was placed at 1,471, and the pro- 
portion of Negro dentists to Negro population was 
estimated at 1:8,745. 

In October 1943 the Bulletin of the National 
Dental Association was established in magazine 
form. 

The Council on Dental Education of the Amer- 
ican Dental Association granted full approval to 
the Meharry Medical College’s School of Den- 
tistry in 1945, and to the College of Dentistry, 
Howard University, in 1948. 

In 1950 it was reported that 53 Negro dentists 
were serving in state health departments (70 per 
cent were serving part-time). In that year, the 
U.S. Census reported 1,681 Negro dentists. 

P.O. Box 388, Tuskegee Institute, Ala. 


The first scientific-practical conference 
of personnel 
of the central stomatologic polyclinic 


A. M. Rarog. Stomat.,Moscow 36:2:76-78 
March-April 1957 


A conference of the staff of the central stomato- 
logic polyclinic was held February 15-16, 1956. 
A. M. Rarog reported that, since the polyclinic 
was established three years ago, great improve- 
ments had been achieved. 

N. F. Shepeleva reported that of 300 fillings 
made in the past 30 months, 39 per cent had 
proved unsatisfactory and caries had recurred in 
23 per cent. The experience with various filling 
materials was as follows: “erkodont,” 70 per cent 
unsatisfactory; phosphate cement, 85 per cent 
unsatisfactory; copper amalgam, 17.4 per cent un- 
satisfactory, and silver amalgam, 28.6 per cent 
unsatisfactory. 

A. M. Alshits reported that no failures were ob- 
served in 199 inlays placed to restore carious 
teeth. 

S. I. Smirnov reported that diathermocoagula- 
tion had been used in 293 treatments of pulpitis. 
This method is preferred to the use of arsenic 
paste for devitalizing pulp, because of an ab- 
sence of pain, fewer changes in periapical tissue, 
and the achievement of devitalization in from 30 
to 45 minutes. 

Reporting on the treatment of periodontosis by 


iontophoresis, G. A. Gruzdeva said that clinical 
and roentgenographic follow-up examinations of 
175 teeth with either acute or chronic periodon- 
tosis treated by this method revealed that the 
treatments were 95 per cent successful over a 
period of from 12 to 18 months. 

E. E. Platonov reported that periodontitis was 
related to the nervous system and should be re- 
garded as a local dystrophy and treated neu- 
rotrophically. 

A. I. Rybakov reported that advances in anti- 
biotics since World War II had made the surgical 
treatment of maxillofacial injuries more effective 
functionally and cosmetically. New methods of 
mandibular fracture fixation, including the use of 
stainless steel pins, were being employed. A 
method of employing bone grafts from cadavers 
was under development. 

A. M. Rarog and K. V. Vygodianskaia, report- 
ing on the results of denture wearing, said that 
in 160 patients after three to four years the sup- 
porting structures had changed in all instances 
and the dentures required replacement. 


The effects of local injection 

of somatotrophic hormone 

in small doses into the oral mucosa 
of young adult rats 


S. S. Stahl, R. Gerstner and O. Joly. J.D.Res. 
.37: 280-287 April 1958 


A study was undertaken to observe the effects of 
local injections of small doses of growth hormone 
on the oral mucosa of young adult male rats, both 
in vivo and in vitro. 

Twenty-five Long-Evans strain male rats 
weighing an average of 240 Gm. at the beginning 
of the experiment were divided into two groups. 
The 15 animals in the experimental group re- 
ceived intraoral injections of somatotrophic hor- 
mone in small doses three times weekly for six 
weeks. The ten animals in the control group re- 
ceived similar injections of a control solution. 

Injections of somatotrophic hormone led to a 
pronounced acanthosis and increased keratini- 
zation of the epithelium, a striking increase in 
binucleate cells in the epithelium, and an in- 
crease in connective tissue fibers in the corium of 
the experimental site. 
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Tissue culture of the experimental site showed 
migration of the epithelial cells prior to migration 
of fibroblasts after explantation. The epithelial 
cells appeared larger, more vacuolated and more 
granular than those seen in the control cultures. 
Most epithelial cells from the experimental site 
had two or more nuclei. 

College of Dentistry, New York University, 
New York, N.Y. 


The dentist's occupational diseases 


Ernst Holstein. Deut.Stomat. 7:233-238 
April 1957 


Insurance statistics, especially mortality rates, 
have shown that the health of dentists is superior 
to that of physicians, lawyers, veterinarians, 
pharmacists, chemists, and employees of industry 
and commerce at an executive level. 

Occupational diseases of dentists, however, 
exist. They can be divided into the following four 
groups: (1) those caused by the unnatural pos- 
ture during work; (2) those caused by contact 
with infectious agents during practice; (3) those 
caused by disturbances of the nervous system 
due to overexertion, fatigue or apprehension and 
(4) those caused by contact with or the use of 
drugs. 
Diseases due to posture are varied, especially 
if deformities are included. Flat feet, varicose 
veins, low back pains and postural defects such 
as dropped right (or left) shoulders and bent 
spines, can be attributed to dental practice. 

Conditions due to infections are as follows: in- 
fluenza, nasal catarrh, sinusitis, extragenital 
syphilis, measles, mumps, whooping cough and 
many others. 

It is questionable whether the incidence of dis- 
turbances of the nervous system is greater in 
dentists than in members of other professional 
groups. Allergies and dermatoses, however, prob- 
ably appear more frequently in dentists than in 
other professional groups with the exception of 
physicians. 

Specific idiosyncrasies to drugs may cause 
severe allergic manifestations or reactions and 
skin diseases. 

Dentists have a good life expectancy, far su- 
perior to that of physicians. 


% 
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If dentists are willing to shorten their working 
hours, take regular exercise and longer vacations, 
and improve their posture (by sitting during 
work) and their working conditions, they will en- 
joy a happier, longer life. 

Kielblockstrasse 2, Berlin-Lichtenberg, Ger- 
many 


Licensure arrangements—are they justified? 
Editorial. J.Canad.D.A. 23L713-715 Dec. 1957 


Each province in Canada and each state in the 
United States has its official licensing board 
which determines who shall practice dentistry 
within its boundaries. The profession is the only 
group capable of determining and understanding 
the various qualifications and requisites for mem- 
bership in the profession. The dental profession 
should have the indisputable right to determine 
whether the various schools of dentistry are se- 
lecting and training students properly so that they 
provide a high standard of dental care to the 
public after graduation. 

The Council on Dental Education of the Cana- 
dian Dental Association, and the comparable 
council of the American Dental Association, have 
granted approval to the Canadian schools. Thus 
the profession through its most capable voluntary 
bodies has assured itself that these schools are 
providing a high standard of dental education. 
Yet, licensing arrangements in Canada are in 
some instances inconsistent with this approval. 

In Ontario the Royal College of Dental Sur- 
geons, in effect, accepts the final examinations of 
the Faculty of Dentistry of the University of 
Toronto as the licensure examinations for the 
class graduating from that faculty; providing the 
student possesses his qualifying certificate he can 
be registered in Ontario immediately on notifica- 
tion by the Faculty to the board that he has suc- 
cessfully completed his final examinations. Simi- 
larly, the same arrangement exists in Nova Scotia 
where the Nova Scotia board accepts the exami- 
nations of the Faculty of Dentistry of Dalhousie 
University as the licensing examinations for the 
graduating students from that institution. 

But the Ontario board will not recognize, on 
the same basis, the Dalhousie graduate, nor will 
the Nova Scotia board accept the Toronto stu- 


dent. In each instance a further examination is 
required. This is incongruous. 

Perhaps a further development of the National 
Dental Examining Board of Canada could lead 
to a solution. That board is representative of all 
ten provinces and through its examinations should 
function as the servant of the ten licensing boards. 
If each Canadian dental graduate were required 
to possess the certificate of the N.D.E.B. before 
licensure was possible, then the participating 
provinces would not find it necessary to treat the 
applicants for license differently, irrespective of 
the approved school from which they graduated. 

It should be possible for final examinations to 
be developed in all faculties which would serve 
the requirements of both the faculties and the 
licensing boards operating through the N.D.E.B. 
This would require that the examination, if it 
were set up by the faculty, be approved by the 
N.D.E.B. for its purpose. If the examination were 
developed by the N.D.E.B., the faculty should 
have its rights protected by being able to indicate 
whether the examination dealt fairly with the 
subject as it was covered in the course. 

The written examination should be marked 
first by the faculty and then forwarded to the 
appointed examiner of the N.D.E.B. Irrespective 
of the mark obtained from the N.D.E.B. exam- 
iner, the national certificate should be contingent 
on a passing grade from the faculty. Such a pro- 
posal presents some administrative difficulties but 
they are not insurmountable. 

234 St. George Street, Toronto, Ontario, 
Canada 


Psychotherapeutic value in stomatology 


J. Beltran Codina. 
An.espaii.odontoestomat. 16:675-693 Sept. 1957 


Stomatologists practice psychotherapy. As soon as 
a stomatologist establishes the first direct contact 
with the patient, he evaluates his emotional con- 
flicts, fears and phobias concerning surgical 
stomatology. Immediately he endeavors to influ- 
ence the patient psychologically so as to make 
him relaxed and readily receptive to treatment. 

The aim of stomatologic psychotherapy is to 
reorganize the attitudes of the patient so as to 
enable him to control hostility, fear and anxiety 


and thus make him more cooperative during 
treatment. Stomatologic psychotherapy varies ac- 
cording to the age, sex and personality of the 
patient. It can be applied to normal patients as 
well as to neurotic ones. 

For successful results the following rules 
should be adopted: (1) the feeling of security in 
the patients in relation to the treatment should 
be established by stimulating spontaneous psy- 


chocatharsis of the emotions through a friendly | 


conversation; (2) the morale and self-confidence 
of the patient should be boosted by reasoning 
with him and allaying his fears of having cancer 
or contagious or incurable diseases of the mouth; 
(3) the will power of the patient should be 
trained with the aid of Schultz’s method of at- 
tenuated hypohypnosis, and, (4) the origin of 
the patient’s psychological conflicts, which can be 
either situational or deep and unconscious, should 
be analyzed and the causal factors corrected. Sim- 
ple, practical systemic stomatologic psychother- 
apy is sufficient to solve most of the emotional 
problems related to pain, fear and hostility of the 
patients. 

The psychotherapeutic methods to be used con- 
sist of psychoprophylaxis, persuasion and positive 
suggestion. Psychoprophylaxis or spiritual hy- 
giene can be adapted to children, adolescents and 
adults. In adults with phobias or obsessions who 
refuse treatment, tranquilizing drugs are given in 
preparation for treatment. Persuasion is used in 
adolescents and in adults rather than in children. 
Psychological persuasion during friendly conver- 
sation with the patients about their individual 
stomatologic problems results in the dissociation 
of the negative conditioned reflexes of the patient 
and the changing of them into a favorable atti- 


‘tude of cooperation for treatment. 


Suggestion, to the conscious or unconscious 
mind is also used. The method of suggestion by 
placing the patient in a mild hypnotic trance is 
welcomed by the patient, and it is of great value. 
The technic is simple. The patient is seated com- 
fortably in the operating chair and he is taught to 
raise his arm whenever he wishes to bring the 
hypnotic trance to an end. When he comes out of 
the trance he awakens cheerful and well satisfied 
after having passed through the various stages of 
somnolence, muscular relaxation, automatic 
movements, catalepsis, and deafness to all sounds 
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except the voice of the hypnotizer to whom he is 
completely and automatically obedient. The mild 
hypnotic trance not only makes effective a rela- 
tive anesthesia sufficient for incisions and extrac- 
tions, but it also potentiates the anesthetic and 
makes the patient cooperative so that stomato- 
logic surgery is successful. 

Servicio de Estomatologia, Beneficencia Pro- 
vincial de Barcelona, Spain 


Importance of psychosomatic problems 
in dental practice 


Roland Kuhn. Schweiz.Mschr.Zahnhk. 
67:861-874 Oct. 1957 


Diseases of the mind frequently cause problems 
in dental practice, and pathologic conditions in 
the oral cavity may influence the development of 
concomitant mental symptoms. 

The basic principle of psychosomatics, that the 
human organism is an entity, is simple, logical 
and beautiful. Psychosomatics pertains to the 
mind and the body and especially emphasizes the 
interdependence of mental processes and physical 
or somatic functions. This term, however, is er- 
roneously used to define the use of hypnosis to 
produce anesthesia or to facilitate treatment in 
medical or dental practice. 

Even if future research should reveal many 
more details regarding the physicochemical func- 
tion of human cells, especially of the cells of the 
brain, science still would know little of what is 
termed the human “soul.” 

Only if the mechanism of the vital functions, 
actions and reactions within the human organism, 
is fully recognized will a diagnostician be able to 
predict the maintenance of health and the devel- 
opment of disease. At present, the comparatively 
free functions of the mind are unpredictable, al- 
though they may follow certain vague, and as 
yet undetermined, patterns. 

By understanding the patient’s emotional back- 
ground, with its mental and bodily components, 
the dentist will be able not only to treat success- 
fully the dental condition but to recognize how 
the environment of the dental office and the den- 
tal treatment may affect the patient’s psyche. 

For the patient, the teeth have, in addition to 
their normal physical functions, a psychosomatic 
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meaning which, in the form of mental symbols, 
has been observed frequently during psychoana- 
lytic treatment. These symbols are reflected in 
various phobias and superstitions. 

Many patients are averse to visiting the den- 
tist’s office. This aversion is overcome only if the 
dentist shows his understanding of the proper re- 
lationship between the entity of his patient and 
the oral defect or disease present. Besides the 
patient’s association of dental treatment with 
pain, a fear exists because the dentist intrudes 
forcefully one of the body’s cavities, thereby vio- 
lating a symbol deeply rooted in the subcon- 
sciousness, 

Many phobias of dental patients anticipating 
brutal treatment have their origin in the lack of 
proper relations between dentist and patient. This 
fact, more than all others, is responsible for the 
many instances of neglect of oral hygiene. 

Dentists should analyze their own psychoso- 
matic condition as well as that of their patients. 
Many of the pathologic changes in the oral cavity 
may be caused by, or aggravated by, the emo- 
tional state of the individual patient or dentist. 

Thurgauische Heéilanstalt, Miinsterlingen, 
Switzerland 


The organization of cleft palate teams, 
1939-1955 


M. Margaret Warren and Charles L. Hutton. 
Plast.<sReconstr.Surg. 21:204-210 March 1958 


A study was made to determine the status of 
cleft lip and cleft palate teams in the United 
States, the origin of the organizations, the person- 
nel involved, the services rendered and the fi- 
nancial provisions made. The major conclusions 
were as follows: 

1. The number of teams grew from one (Lan- 
caster, Pa.) in 1939 to 46 in 1955, distributed 
through 25 states. Most of the growth in the team 
approach to the rehabilitation of patients with 
cleft palate took place in the years from 1950 to 
1955. No teams were located in the west central 
belt from Texas to North Dakota. 

2. The dental and medical professions were 
primarily responsible for establishing the team 
programs. Dentists, more than any other service 


group, were responsible for organizing the teams. 
However, if all medical personnel, that is, sur- 
gical, general health, and otolaryngological, are 
considered as a single professional group, the 
medical personnel contributed more to the es- 
tablishment of the programs than any other group. 
Two members of the medical profession and one 
member of the dental profession in cooperation 
with an agency organized each team. These re- 
sponsible personnel originally brought together 
about nine specialists per team for diagnostic and 
therapeutic purposes. About three of the special- 
ists were from medicine, three from dentistry and 
three from other professions. 

3. From this original total of nine members, 
the average team membership has increased to 
14, the greatest growth being attributed to the 
addition of speech and hearing personnel. 

4. Nearly two thirds of the team members 
volunteer their professional services. Dental and 
medical personnel in private practice most often 
volunteer. Nursing and “other personnel” usually 
are employed from institutions. It appears that 
volunteering of professional services is essential 
to the functioning of most teams. 

5. Replies from 37 teams indicate that 35 
teams have single chairmen, usually with perma- 
nent or unlimited tenure. 

6. Most of the teams hold from 10 to 20 clinics 
per year, the clinics ranging in duration from 
two to four hours. 

7. The average case load per team ranges from 
100 to 150 patients for diagnosis and treatment. 

8. The programs are generally by single teams, 
hospital-connected and nonitinerant. 

9. Most of the teams have specialists from each 
of six areas of professional service, that is, den- 
tistry, surgery, general medicine, otolaryngology, 
speech and hearing, and sociological-psycholog- 
ical-psychiatric services. 

10. Eighty-one per cent of the teams are ad- 
ministered by the states. Fees, when charged, are 
based on ability to pay. Financial aid is more 
frequently available for surgical and dental serv- 
ices than for other services. 

11. The future growth and development of 
cleft palate teams can be anticipated, not only 
for service but for training and research. 

Bogalusa City Schools, Bogalusa, La. 
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The information reported here is obtained from man- 
ufacturers. Dental Abstracts does not assume respon- 
sibility for the accuracy of the information. The 
interested reader may direct his inquiry to the manu- 
facturer. 


A new “ParcelAir System” offers a method of shipping 
by air which provides one-day to three-day delivery 
to any town in the country, at rates comparable to 
those for surface transportation. The system meets 
the demand for fast, economical transportation of 
materials for the dental profession. The parent com- 
pany is an air freight forwarder. ParcelAir stamps are 
used to prepay the door-to-door costs of the service. 
A chart provided each shipper lists state-to-state 
rates. Only a single shipper’s manifest is required to 
ship by ParcelAir. American Shippers, Inc., Los 
Angeles, Calif. 


A compact, 14 pound “Verifax Bantam” office copier 
is said to bring office copying within the reach of the 
smallest clinic or office, and to cut by a third the 
cost of a decentralized, multiple copier system for 
large hospitals. The Verifax Bantam accepts originals 
up to 8% by 11 inches. Up to five copies of any typed, 
drawn, written or printed originals may be made at 
a materials cost of about 2% cents per copy. The ma- 
chine has base dimensions of 13% by 17% inches. 
Eastman Kodak Co., Rochester 4, N.Y. 


New “Kleencut” industrial shears no. 174 feature a 
“Micro-Tension” device which permits blade adjust- 
ment to any desired tension. A penny, dime or screw- 
driver can be used to set the blades so that they cut 
smoothly on a range of materials including rubber, 
plastic, leather, cardboard and light metals. Known 
generally as “dental snips,” the shears are 7% inches 
long, with a 3 inch cutting edge, and weigh 5 ounces. 
Acme Shear Co., Bridgeport, Conn. 


New “EMDA” dental equipment has a dual motor 
design that provides power for two drills—standard 
and high-speed. This saves time for the dentist since 
he need not attach and disattach handpieces. North 
American Philips Co., Inc., 525 West Fifty-second 
Street, New York, N.Y. 


The “Centric Aid” is described as a simplified, versa- 
tile precision instrument which makes it possible for 
the dentist to establish centric relation accurately, 
with a minimum of patient participation. The instru- 
ment is guaranteed and is said to save time. Tower 
Engineering, Valley Stream, N.Y. 


A line of “American Modular” dental cabinets de- 
signed to bring all work and storage areas within 
reach of both the dentist and assistant is described in 
a brochure. The wall-hung cabinets may be installed 
in many combinations and at any height desired. Fea- 
tures include wood-grained Formica facing, steel 
drawers, nylon glides on steel runs and rubber 
silencers, and stainless steel top edge drawer fronts. 
A molded Formica working surface covers up to six 
cabinets in one continuous sheet. Hamilton Manu- 
facturing Co., Two Rivers, Wis. 
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A “Dent-A-Lite” lighting instrument set consists of 
two no. 4 distortion-free mirrors (one plain, one 
magnifying), a 2 inch long straight “plastic-lite” 
conductor, a 3 inch long tapered bent end plastic- 
lite condenser, a standard bulb and two batteries. 
The Dent-A-Lite supplies concentrated light, even 
around corners, without a power line. It is shatter- 
resistant and is said to transmit 92 per cent of the 
bulb’s light, without glare. The instrument is taste- 
less, odorless, produces no heat in the patient’s mouth 
and reduces operator fatigue. Technix Co., P. O. 
Box 33, Bloomfield Hills, Mich. 


A new model no. 500 “Music Minder” will operate 
with all Garrard, Thorens and similar high-Adelity 
record changers. The Music Minder turns off the 
high-fidelity system after the last record has played. 
No special knowledge or tools are required for in- 
stallation. The Music Minder has two sockets; the 
record changer is plugged into one socket and the 
rest of the system into the other socket. C.B.C. Elec- 
tronics Co., Inc., 2601 North Howard Street, Phila- 
delphia 33, Pa. 


The transistor design of a new line of “Centrum 
Intercom” equipment requires only two 4.5 volt flash- 
light batteries for power, with a battery life of up to 
one year. Three different systems are available for 
home and office use. The standard set consists of one 
master station, one substation and 20 yards of cable. 
The equipment does not have to be plugged into a 
wall socket. Installation involves only the connection 
of wires between the units in use. Units can be 
mounted on a wall or placed on a desk. Reeves Equip- 
ment Corp., 10 East Fifty-second Street, New York, 
N.Y. 


A sterile, disposable “Hypak” needle and glass syringe 
combination is packaged in a sterile polyethylene bag. 
Glass is used for the syringe barrel, rather than plastic, 
to eliminate the possibility of solvent action. Scale 
markings on the glass barrel disappear if resteriliza- 
tidn is attempted. The needle is permanently attached 
to the syringe; these features insure that the unit will 
be used only once. The stainless steel needle is pro- 
tected by a color-coded plastic needle guard. The 
2 ce. syringe is available with three needle sizes. 
Becton, Dickinson and Co., Rutherford, N.J. 


A 16 page pamphlet, Vision in Dentistry, tells why 
the dentist needs good lighting and how he can get it. 
Subjects include lamp intensity, shadow and how to 
eliminate it, size of field, speed of seeing, general 
room lighting, and lighting requirements for intraoral 
photography. The author is E. H. Greppin, designer 
of dental and surgical lights. Wilmot Castle Co., 
1916 East Henrietta Road, Rochester, N.Y. 


How to Use Dental Floss is the title of a four-page 
illustrated pamphlet available to dentists for educat- 
ing patients. Illustrations show the proper method for 
holding floss between the fingers for effective clean- 
ing between teeth. The pamphlet includes basic rules 
for mouth hygiene approved by the American Dental 
Association. Johnson ¢> Johnson, New Brunswick, N.J. 


The material in Accepted Dental Remedies 1958 has 
been brought up to date and reorganized so that the 
book is easier to use. A new chapter discusses some 
of the drugs which physicians frequently administer 
to ambulatory patients who may then come to the 
dentist’s office for dental care. The chapter on emer- 
gencies has been expanded. The 228-page book has a 
general index, distributor’s index and an index of 
current reports of the Council on Dental Therapeutics 
of the American Dental Association. Order Depart- 
ment, American Dental Association, 222 East Supe- 
rior Street, Chicago 11, Ill. 


Two publications are available from the American 
Dental Association’s Bureau of Dental Health Edu- 
cation. Attractive Teeth for Teen-Agers is a newly 
revised pamphlet that stresses the need for increased 
home and professional dental care for young people. 
Healthy Teeth . .. A Healthier School Child is a new, 
illustrated folder which stresses the importance of 
diet, toothbrushing and early dental care to the dental 
health of the child. The leaflet is designed for parents 
of children who are about to enter school. Bureau of 
Dental Health Education, American Dental Associa- 
tion, 222 East Superior Street, Chicago 11, Ill. 
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Doctoral and Masters’ 


dissertations 


In this column each month are listed recent Doctoral 
and Masters’ dissertations of dental interest, accepted 
by the dental schools or _—_ schools in partial 
fulfillment for advanced degrees. Copies of many of 
these theses are available from the schools through 
interlibrary loan. 


Determination of age in humans based on the 
condition of jaws and teeth (Uber die Alters- 
schitzung beim Menschen nach dem Kiefer- und 
Zahnbefund). Harald Heinemann. 1957. pR.MED. 
DENT. University of Leipzig, Germany. 


Enzymatic microanalysis of the fluoride ion in 
human saliva and its relation to the fluoride con- 
tent of drinking water (Uber die enzymatische 
Mikroanalyse des Fluorions unter besonderer 
Beriicksichtigung des Fluorgehaltes des Trink- 
wassers). Siegbert Kimmer. 1957. DR.MED.DENT. 
University of Leipzig, Germany. 


Statistical evaluation of the caries incidence in 
deciduous teeth of 1,000 preschool children of 
the districts of Riesa/Dresden and Oschatz/ 
Leipzig (Kariesstatistische Untersuchungen an 
1,000 vorschulpflichtigen Kindern mit reinem 


‘ Milchgebiss in den Kreisen Riesa/Dresden und 


Oschatz/Leipzig). Karl Papperitz. 1957. 
DENT. University of Leipzig, Germany. 


Paper chromatographic examinations of normal 
and gangrenous human pulps (Papierchromato- 
graphische Untersuchungen normaler und gang- 
rinds veranderter menschlicher Zahnpulpen). 
Franz Ludwig Waldmann. 1957. DR.MED.DENT. 
University of Leipzig, Germany. 


Experimental investigation of friction heat pro- 


duced by polishing tooth fillings (Experimentelle — 
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Untersuchungen iiber entstehende Reibungs- 
warme beim Polieren zahnirztlicher Fiillungen). 
Hans Karl Lindemann. 1957. pR.MED.DENT. Uni- 
versity of Miinster, Germany. 


Clinical and statistical evaluation of 500 root 
canal fillings (Klinische und statistische Auswer- 
tung von 500 Wurzelfiillungen). Manfred Men- 
ning. 1957. DR.MED.DENT. University of Miinster, 
Germany. 


Morphology of the cells of the salivary glands and 
its correlation with processes in the oral cavity 
(Untersuchungen iiber die Morphologie der Spei- 
chelzellen und die Korrelationen zu Vorgingen 
im Kauorgan). Cdacilia Lepper. 1957. pr.MeED. 
DENT. University of Miinster, Germany. 


Protein varieties in the blood and oral diseases: 
the problem of influence of dental diseases on the 
stability of colloid in the blood serum (Blutei- 
weissbild und Erkrankungen des Kauorgans: Zur 
Frage des Einflusses von Zahnerkrankungen auf 
die Kolloidstabilitat des Blutserums). Klara 
Abderrahmen-Burgess. 1957. DR.MED.DENT. Uni- 
versity of Miinster, Germany. 


Use of proteolytic enzymes in dental practice 
(Applicazione di enzimi proteolitici nella pratica 
odontostomatologica). G. Purpura. 1957. spec. 
oponT. School for Dental Specialties, University 
of Genoa, Italy. 


Study of various grafting technics used in oral 
surgery (Contributio allo studio degli innesti 
dentari). Marco Leonardelli. 1957. spec.opont. 
School for Dental Specialities, University of 
Genoa, Italy. 


Treatment of osteomyelitis of the lower jaw with 
oxytetracycline hydrochloride (Il trattamento 
delle osteomieliti della mandibola con la ossite- 
traciclina). Italo Briasco. 1957. sSPEC.ODONT. 
School for Dental Specialities, University of 
Genoa, Italy. 


Bactericidal effect of various mouthwashes (Uber 
die bakterizide Wirkung von Mundwiassern). 
Wolfgang Ahnert. 1957. pR.MED.DENT. University 
of Leipzig, Germany. ; 
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Orthodontics 
Acrylic space maintainer. Sanders......... 451 
Role of appliances. Ponitz............... 452 
Anthropology 


Evolution of human dentition. Korenhof. . . .453 


Periodontics 
Tissue reaction to calculus. Zander........ 457 
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Induced periodontal disease. Petrovié...... 459 
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Oral surgery 
Open-bite deformities. Kazanjian.......... 460 
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Roentgenology 
Salivary gland tumors. Luzzatti........... 465 
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